Resident 


Are Residents Running Out of Patients? 
Wanted: Residents at Summer Camps 
Surgery Board Requirements 

Guest Editorial 

Charity Hospital of Louisiana 
Clinico-Pathological Conference 

The Doctor Speaks German 

Resident Roundtable 


Locating Your Practice 


Equipping the Ophthalmology Office 
Mediquiz 
Armed Forces Draft Estimates 


What’s the Doctor’« Name? 


Journal for the Hospital Resident 


sugar and spice and... gastric hyperacidity 


Nice to taste . . . difficult to digest... 
the result, more often than not, will 
be gastric hyperacidity. Bad experi- 
ences and good intentions notwith- 
standing, this particular chain of 
misfortune is likely to recur. With 
Gelusil, however, excessive gastric 
acidity—whether acute or chronic— 
can be quickly and pleasantly relieved. 


Sustained antacid action: The 
sustained action of magnesium tri- 
silicate and specially prepared alu- 
minum hydroxide gel restores and 
maintains a mildly acid gastric pH, 
without over-neutralizing or alkaliz- 


Gelus 


ing. Gelusil thus avoids the twin 
dangers of acid rebound and systemic 
alkalosis. 

Non-constipating: Gelusil’s alumi- 
num hydroxide component assures a 
low aluminum ion concentration; 
hence the formation of astringent — 
and constipating—aluminum chloride 
is minimal. 

Dosage: 2 tablets or 2 teaspoonfuls 
two hours after eating or when symp- 
toms are pronounced. Each tablet or 
teaspoonful provides: 7/2 gr. mag- 
nesium trisilicate and 4 gr. aluminum 
hydroxide gel. 
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because 
your allergic patients 
need a lift 

a new 


Plimasin 


new, mild stimulant 
and antihistamine 


and methyl-phenidylacetate CIBA) 


boost their spirits ... relieve their allergic symptoms 


So often the allergic patient is 
tired, irritable, depressed— mentally 
and physically debilitated. Frequent- 
ly, antihistaminic agents themselves 
are sedative, adding to this already 
fatigued and disconsolate state. 


Plimasin, because it combines a 
proved antihistamine with a new, 
mild psychomotor stimulant, over- 
comes depression and fatigue while 
it achieves potent antiallergic ef- 
fects. Its new stimulant component 
—Ritalin—is totally different from 
amphetamine: smoother, gentler in 
action, devoid of pressor effect. 


DosaGE: One or 2 tablets as required. 


Each Plimasin tablet contains 25 mg. Pyri- 
benzamine® hydrochloride (tripelennamine 
hydrochloride CIBA) and 5.0 mg. Ritalin® 
(methyl-phenidylacetate CIBA). 


Cc I B A SUMMIT, N. J. 
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estrogen deficiency which may occur long before 


Headache is typical of the many 
distressing but ill-defined symptoms of 


or after cessation of menstruation. 
“Premarin”® (conjugated estrogens, equine) is an excellent 
preparation for effective replacement therapy. 


Ayerst Laboratories 
New York, N. Y. * Montreal, Canada 
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FOR SELF-ADMINISTERED 
INHALATION ANALGESIA 


“Trilene: and the 


Brand of trichloroethylene U.S.P. (Blue) 


“Duke! University Inhaler 


No. 3160 Model-M 


e notably safe and effective 


“Trilene,” self administered with the “Duke” University Inhaler, under proper 
medical supervision, provides highly effective analgesia with a relatively wide 
margin of safety. 


® convenient to use 


The “Duke” University Inhaler (Model-M) is specially designed for economy, 
‘facility of handling, and ready control of vapor concentration. 


e special advantages 


Induction of analgesia is usually smooth and rapid with minimum or no loss of 
consciousness, Patients treated on an ambulatory basis can usually leave the 
doctor’s office or hospital within 15 to 20 minutes. Inhalation is automatically 
interrupted if unconsciousness occurs. 


“Trilene” alone is recommended only for analgesia, not for anesthesia nor for the induction of 
anesthesia. Epinephrine is contraindicated when “Trilene” is administered. 


“Trilene” is available in 300 cc. containers, 15 cc. tubes, and 6 cc. ampuls. 


Ayerst Laboratories « New York, N. Y. * Montreal, Canada 


Ayerst Laboratories make ‘‘Trilene” available in the United States by arrangement with Imperial Chemical 
(Pharmaceuticals) Limited. 5556 
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CORTROPHIN-ZINC 


By minimizing the therapeutic “ups 
and downs” which may occur during 
therapy with ACTH-in-gel, truly long- 
acting Cortrophin-Zine provides a 
smooth corticotropin action for 1 to 3 
days. 


Cortrophin-Zine is convenient to ad- 
minister. It is an aqueous suspension 
which flows easily through a 24-gauge 


needle, eliminating preheating, clog- 
A development of ging syringes, and heavy-gauge needles Ar 
to add to the pain. vin 
Organon INC. 
ORANGE, N. J. Supplied: In 5 ce vials, each ee contain- lies 
ing 40 U.S.P. units of corticotropin — 
with 2 mg of zinc. Wh 
the 
*T.M.—Cortrophin tOrganon brand of sub 
Corticotropin-Zine Hydroxide—Patent Pending. togr 
Available in other countries as Cortrophine-Z. ings 
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Resident Editors 


Production Director 


Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians. 
When possible, two copies of 
the manuscript should be 
submitted. Articles with pho- 
tographs, illustrations or draw- 
ings are especially desired. 
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Pediatric— 
Lateral (Sims 


Have you seen 
a demonstration of 
the 12 treatment positions 
te .. EXCLUSIVE with the 
RITTER UNIVERSAL TABLE? 


Fy 


Trendelenburg 


The supreme flexibility of the Ritter Multt 
level Table meets every positioning ré 
quirement . . . regardless of patient cond 
tion, size or age. This motor-elevated table 
makes your treatment hours easier, you see 
more patients with less effort. Your Ritter 


a FS Dealer representative is qualified to give 


aM you a complete demonstration of how the 
Proctologic 


Ritter Universal Table can be of greatest 
value in your practice. Call him now, or 
write the Ritter Company, Inc., 5314 Ritter 
Park, Rochester 3, N. Y. 
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o give HydroCortone -TBA 


yw the 
reatest 


Ow, of gives the arthritic patient more days of freedom 
Ritter from joint symptoms—in many patients the 
anti-rheumatic effect persists 2 to 10 times longer 
than after injection of hydrocortisone acetate. 
Its action is local and without systemic effect. 


Philadelphia 1, Pa. 
Division OF Merck & Co., INc. 


(HYDROCORTISONE TERTIARY BUTYLACETATE, MERCK) 


= SALINE SUSPENSION HYDROCORTONE-TBA—25 MG./CC.. VIALS OF 5 CC. 
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when a life is in balance 
(nikethamide CIBA) 
INJECTABLE SOLUTION 
PROMPT, DEPENDABLE, 
SAFE STIMULATION 
a Your telephone could ring at this very 
as moment, calling you to a respiratory 
emergency. At such times, the handy 
ampuls of Coramine in your bag may A 
tilt the balance of life. “Coramine .. . . 
is a quick acting analeptic, vasopressor N. 
and respiratory stimulant....It... 
helps to restore normal vascular tone, M 
increase cardiac efficiency, deepen res- of 
piration and combat anoxemia.’”* 
Supplied: Each form of po 
issue is a 25% aqueous M 
solution of niketha- 
2 mide. Ampuls, 1.5 ml.; M 
is cartons of 5,20 and 100. W 
5 Ampuls, 5 ml.; cartons M 
= of 3, 12 and 100. Multi- Ch 
ple-dose Vials, 20 ml.; $0 
cartons of 1. Also Sc 
available: Coramine Cc 
Oral Solution. fo 
a 1Watts, J. C., and Ruth- Gr 
berg, J.: Ann. Int. Med. Ce 
29: 1104 (Dec.) 1948. Jo 
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Anesthesiolo 
J. Adriani, M. 
Anesthesiology, 
New Orleans. 


Max S. Director, Dept. 
of Anesthesiology, Univ. of Illinois. 


Dermatology 
Marion B. Sulzberger, M.D., Professor 
and Chairman, Dept. of Dermatology 
and Syphilology, N. Y. U. Postgraduate 
Medical School. 


Medicine 
William B. Bean, M.D., Professor of 
Medicine, Univ. of Iowa Medical School. 


Charles Davidson, M.D., Assoc. Profes- 
sor of Medicine, Harvard Medical 


School. 


C. Wesley Eisele, M.D., Assoc. Pro- 
fessor of Medicine; Director, Post 
Graduate Medical Education, Univ. of 
Colorado. 


John C. Leonard, M.D., Director, House 
Staff Education, Hartford Hospital. 


Charles F. Wilkinson, M.D., Professor 
of Medicine, New York University Post 
Graduate Medical School; Director, 
Fourth Medical (N.Y.U.) Division, 
Bellevue Hospital Center. 


Alan F. Guttmacher, M.D., Director, 
Dept. of Obstetrics ~~ Gynecology, Mt. 
Sinai Hospital, N. Y. € 
Ophthalmology 

Derrick T. Vail, M.D., Chairman, Dept. 


of Ophthalmology, Northwestern Univ. 
Medical School. 


Director, Dept. of 
harity Hospital of 
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Pathology 
John R. Schenken, M.D., Professor of 
Pathology, Univ. of Nebraska. 


Pediatrics 
James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 


Psychiatry 

William C. Menninger, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 

Radiology 

Maxwell H. Poppel, M.D., Director of 
Radiology, Bellevue Hospital Center. 
Resident Staff Director 

Salvatore R. Cutolo, M.D., Deputy Med- 
ical Superintendent, Bellevue Hospital 
Center. 

Surgery 

Donald C. Collins, M.D., Asst. Profes- 
sor of Surgery, College of Medical 
Evangelists. 


Bernard J. Ficarra, M.D., Director of 
Surgery, Roslyn Park Hospital, N. Y. 


Earl J. Halligan, M.D., Director of 
Surgery, Jersey City Medical Center. 


Karl A. Meyer, M.D., Chairman, Dept. 
of Surgery, Cook County Hospital. 


Howard E. Snyder, M.D., The Snyder 
Clinic, Winfield, Kansas. 

Urology 

Herbert B. Wright, M.D., Chief of 
Urology, Evangelical Deaconess Hospi- 
tal, Cleveland. 
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BRISTOL, TENNESSEE 


NEW YORK 
KANSAS CITY 
SAN FRANCISCO 


a 


for antiarthritic therapy 


That cortisone and the salicylates have a complementary 
action has been well established.'® In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: “By a judicious combination of the two 
agents . . . it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
potentiates the greatly reduced amount of cortisone present so 
that its full effect is brought out without evoking undesirable 
side reactions.” 


INDICATIONS: 
Rheumatoid arthritis . . . Rheumatoid spondylitis . . . Rheumatic 
fever... Bursitis... Still’s disease . .. Neuromuscular affections 


EACH TABLET CONTAINS 


Cortisone acetate ....... 2.5 mg. 
Sodium salicylate ....... 0.3 Gm. 
Aluminum hydroxide gel, dried . 0.12 Gm. 
Calcium ascorbate. ..... - 60mg. 


(equivalent to 50 mg. ascorbic acid) 
Calcium carbonate ...... 60 mg. 


: Treatment of Rheumatoid 

Arthritis by a Combination of Cortisone and 

—- Clinical Med. 11:1105 (Nov., 
) 


Roskam, J., H.: Abst. in 
S.A.MA., 151:248 (1953 


Coventry, M.D.: Proc Stat Meet., Mayo 
Clinic, 29:60 (1954) 

Holt, K.S., et al.: Lancet, 2:1144 (1954). 
T.0., et al; J.A.M.A., 159:645 (Oct. 
15, 1955). 


“judicious combination...” 


* 
U.S. Pat. 2,691,662 


The S. E. Massengill company 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.P., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


WHICH IS YOUR DIAGNOSIS? 


1. Ulcerative colitis 3. Fecal material 


2. Polyposis 4. Amebiasis 


(Answer on Page 130) 
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PCOMPOUND WITH CARE THE PHYSIC 
physicians prescride Quantity ever the essence 
dosage: quality the quintessence of apothecanal at. 
SEEK OUT THE SECRETS OF NATURE 
for the betterment of natural physical man. 
disinfe 
USE ALL THE SCIENCE OF NATURAL , i . Nest © 
PHILOSOPHY trom the virtues of ancient Hygeia to |. I. 
whatever new wonders man’s genius may yet invent. an 
REMEMBER RECTITUDE IS IMMUTABLE 
even to the touch of the alchemist’s stone. osteo-¢ 
trusion 
TO THESE APOTHEGMS OF PHARMACY belong 
the National Drug Company will always subscribe. We he j Accide 
pledge to modern medicine the finest of pharmacet 
tical science: complete cooperation to the end that the 
good of our laboratories may ever be at the hand of ; ee { {abbr. 
the doctor in the sick room and the product of our | a8 ph 
research be 2 constant aid in medicine's effort \ 
prevent disease and maintain mankind in health, 
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5. Betel palm 
0. ever, deng 
4. School children's 2/ 2 
meal prescribed by 
Carl Schiotz 2s 26 7 
5—y Cajal, Spanish 
histologist 
6. Speechless 
7. Alike in appear- 
ance, but different 7 
in heridity 
9. Proprietary skin 
disinfectant 4/ 
. Nest of bird of prey 
|, Univalent radical 45 
. To bring forth young, 
asa goat or sheep 
(var. ? 48 7 
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trusion of acetabulum 
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Presses 
Neuro-psychiatric 64 6s 
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Medical Technolo- 
. of chief medical " 
yh of U.S.A. 66. Without (Fr.) 11. Compulsion 39. German psychiatrist, 
(abbr.) 67. Numerous 12. Vessel for heating (1855-1700) 
(L.) 68. Desist liquids Shaped like a plaster 
} (comb. form) 69. Bronchial ramifica- 13. Rare gas spreader 
Festlons animal or tions 18. — chain in 43. All (prefix) 
ir reece 44. The zona pellucida 
Absolute ruler DOWN 22. Certain peoples of 45. Sharpest : 
To stain with H.OsO, Latvia 47. Arc of 57.295 degrees 
French physician |. Metal plate used in 25. Descriptive of bees (ophthalmometry) 
whose name was attaching artificial that visit only a few 49. Sea Dyak 
given to a form of crown to tooth species of flowers for 5). Ammonia derivative 
decubitis 2. Deadly pale nectar 53. Having moderate de- 
$ Border upon 3. Restoration of lost 27. eola, rose- aree of heat 
Soft mass tissue, as after illness colored rash 54. Limited plane surface 
utting instruments 4. Tinkling in the ears . Substance from 56. Mineral springs 
ix) 5. Skill, dexterity viverrine mammals 58. National L f 
In harmony 6. East Indian broadbill 29. Failure of muscular » Nations! League © 
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Stroboscopic picture of Castle No. 46 Light showing five useful positions 


Light where you want it... 
as easy as pointing your finger 


When examining a patient you want 
light in the right place . . . and plenty 
of it, without waste motion. 

Castle’s No. 46 Specialist Light 
moves at your touch, Tilt it, rotate it, aim 
it anywhere. You have cool, color- 
corrected, shadow-free light precisely 
where you want it! 

Vertical adjustment is effortless, and 


LIGHTS 
1830 E. 


WILMOT CASTLE CO. « 


18 


there’s no mechanical locking device! 
Counter-balanced telescope tube dots 
it for you. 

Weighted base on casters lets yo 
move lamp out of way quickly, easilf. 

For a quick demonstration of the 
No. 46—and the good news about its 
low cost—phone your Castle dealer. 
Or write direct. 


AND STERILIZERS 
HENRIETTA RD., ROCHESTER, N. ¥. 
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NOW- EFFECTIVE STEROID HORMONE 
THERAPY OF RHEUMATIC AFFECTIONS 
WITH GREATER SAFETY AND ECONOMY 


Clinical evidence 
indicates that, in 
Pabalate-HC, the 
synergistic antirheu- 
matoid effects of 
hydrocortisone, 
salicylate, para-aminobenzoate, and ascor- 
bic acid achieve satisfactory remission of 
symptoms in up to 85% of cases studied 


—with a much higher degree of safety 


—even when therapy is maintained for 
long periods 


—at significant economy for the patient 


Each tablet of Pabalate-HC contains 2.5 
mg. of hydrocortisone — 50% more potent 
than cortisone, yet not more toxic. 


A. H. ROBINS CO., INC. RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 


><. 
: 
Pabalate) 
_ Hydrocortisone 
positions 
FORMULA 
DOSAGE. Two tablets sin 


in refractory “Gitaligin was effective in our experience in 


failure cases refractory to other digitalis 


heart failure | preparations... 


“a “A good present day all-purpose digitalis for 
‘ “ general use is Gitaligin®. . . It has one particular 
for general use advantage which is unique and places it apart 
from all other digitalis preparations . . . Jit] has" 
a wider margin of safety .. .’” 


The average effective dose of Gitaligin is only one-third the 
toxic dose,'* and its moderate rate of dissipation’® assures sae 
maximum ease and safety of maintenance. 


Therefore, wherever digitalis therapy is indicated — 


Gitali 
(White's Brand of Amorphous Gitalin) 


Follow this simple dosage equivalent—One tablet (0.5 mg.) 


of Gitaligin is approximately equivalent to 0.1 Gm. 


(1!4 gr.) digitalis leaf. Gitaligin tablets are deep scored 4 


for accuracy and flexibility of dosage. 
Supplied: Bottles of 30, 100 and 1000 tablets. 
1. Hejtmancik, M.R., and Herrmann, G.R.: Texas St. J.M. §1:238 (May) 1955. 


2. Ehrlich, J.C.: Arizona Med. 12:239 (June) 1955. 
3. Hejtmancik, MLR. and Herrmann, G.R.: Arch. Int. M. 90:224 (Aug) 1952. 


4. Marriott, H.J.L.: Ann. Int. Med. 40:820 (Apr.) 1954. 
oe 5. Weiss, A., and Steigmann, F.: Am. J.M.Se. 227-188 (Feb.) 1954. Complete literature available 
6. Dimitrott, S.P.; Griffith, G.C.; Thorner, M.C. and Waiker, J.: Ann. int. 
and (Dec) 1989. upon request to: 
7. Batterman, R.C.; DeGraff, A.C., and Rese, 0.A.; Circulation §:201 (Feb.) 1952. 
Betterman, DoCeafl, AC... ond Race: J. 42:282 1968. WHITE LABORATORIES, INC. 
9. Batterman, DeGratl, AC; Gutner, LB. Rese. and Lhows, KENILWORTH, N.J. 
Proc. 9:256 (Mar.) 1950. - 
on Pharmacy & Chemistry: 
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Onty BARDEX® Balloons have 
these reinforcing ribs...which 
assure the uniform distention 
so necessary for proper reten- 


tion and effective hemostasis. 


‘Specify BARDEX® Foley Catheters 
“*The Accepted Standard of Excellence’ 


c. R. BARD, INC., SUMMIT, N. J. 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request, 
your name will be withheld. 


Summer Camps 

This item in the next issue of Res!- 
DENT PuysiciANn, if possible, may be 
a timely warning to those doctors 
who contemplate applying for a 
position as “Camp Physician.” 

The “hunting season” is almost 
upon us. Children’s camps will be 
needing doctors for the emergency 
treatment of campers during the 
“camp season.” There is no such 
thing as “light duty.” or “nothing 
to do,” or “you will have a com- 
plete vacation,” etc. Any of these 
remarks sound good and make good 
“bait”. Camp owners, camp direc- 
tors, various agencies, etc., are pre- 
paring to cast their “lines” and pull 
in any doctor that can be of use 
to them. 


Warning: Few doctors are available. 
Except for charitably-controlled 
camps, camp owners with very few 
exceptions reap an excellent re- 
turn — BUT, usually offer a mini- 
mum salary to the doctor. 


22 


For Your Advice: Full maintenan® 
for you and your wife plus a ré 
compense of between $350 to $50 
per month are readily availablé 
However, you are advised to insiff 
on obtaining these payments. R€ 
member too that Social Securit 
deductions will be taken from theg 
payments. 
“Penrose” 

(Nom de plume used at the 

request of the writer, 

medical superintendent of af 

eastern hospital) 


See article on summer camps in thig 
issue. 


Inquiry and Reply 

After more than a year’s trail 
ing in anesthesia, I changed ng 
field of specialization to psychiatrp 
It has occurred to me that my re& 
sons for leaving anesthesia migli 
be of interest to your readers. 

Please let me know if you might 
use such an article, and if so, dé 
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versatile SURIT AR, is rapid, ancs- 
thesia smooth, recovery Baampt, and side effects 
infrequent and mild, 


Detsiied information on SUR! TAL sodium (thiamylel sodium, Parke-Davis) avaiable on request. 
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Tetracycline 
Lederle 


PHOTO DATA. CAMERA: 4X5 REFLEX; EXPOSURE: 1/200 SEC. AT F.8 EXISTING LIGHTING 


widely prescribed because of these import- 

ant advantages: 

1) rapid diffusion and penetration 

2) prompt control of infection 

3) true broad-spectrum activity (proved 
effective against a wide variety of infec- 
tions caused by Gram-positive and 
Gram-negative bacteria, rickettsiae, and 
certain viruses and protozoa) 

4) negligible side effects 

5) every gram produced in Lederle’s own 
laboratories under rigid quality control, 
and offered on/y under the Lederle label 


6) a complete line of dosage forms 
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sired word length and other con- 
siderations. . . 

. .. I realize that the “pro” side 
of a topic may be more palatable— 
but I assure you that I would avoid 
what is merely captious. The main 
thesis of my article would be that 
to function happily in anesthesia 
one needs a certain personality, for 
among medical endeavors, anesthe- 
sia in many ways is unique. 

Arthur J. Prange Jr., M.D. 
Chapel Hill, N. C. 


Your suggestion for an article is 
interesting. We would be happy to 
have you work it up without con- 
cerning yourself with style or other 
considerations. Simply write as you 


would like to read. 


Suggestion 

Congratulations on your magazine 
which fills a gap in a neglected area 
of medical training. 

So much has been said in previ- 
ous letters to the editor that one 
can but say “Amen” to these com- 
ments. May I add two suggestions, 
pertinent to me and I am sure to 
many others. 

1. Do not forget the psychiatric 
resident and articles of interest to 
him. He labors long and _ patiently 
and his “flowers frequently waste 
their sweetness on the desert air,” 
having little of the spectacular pub- 
licity found in other specialties. 

2. Do continue State Board, Na- 
tional Board and Specialty Board 
questions. Many American students 
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trained abroad (usually veterans 
like myself) have not been permit- 
ted to take National Boards and 
must begin from “scratch.” All res- 
idents are interested in specialty 
boards, even in psychiatry. 

Joseph R. Dorsey, M.D. 
Vassar Brothers Hospital 
Poughkeepsie, N. Y. 


Correction 
In November 1955 Resipent Puyst- 
CIAN appears an article over your 
signature which, on page 144, refers 
to board membership. However 
these benefits are not limited to 
“members” of the board but to all 
diplomates. After all, each board 
has. perhaps nine members — that’s 
all for the entire country. But they 
have, in some cases, 2.000 or 3,000 
diplomates. Since all our residents 
read ResipENT PHyYsICIAN and most 
of them swear by it. all sorts of con- 
fusion has been produced by your 
reference to board members. Did 
you really mean to limit it to the 
“members?” 
Bewilderingly 

Henry A. Davidson. M.D. 
Overbrook Hospital 
Cedar Grove. 
New Jersey 


This just shows how careful the 
editor must be in his choice of 
words. We speak of “board mem- 
bers” when, of course, we mean 
“diplomates” of the board. The 
editor will watch his pen in future. 


Thank you Dr. Davidson. 


Resident Physician 


4A 
J 
n 
F 
p 
Pp 
n 
p 
tt 
Fe] 


1YSI- 
your 
fers 
ver 
1 to 
» all 
oard 
hat’s 
they 
3.000 
dents 
most 
 con- 
your 
Did 


o the 


M.D. 


il the 
ice of 
mem- 
mean 
The 


future. 


iysician 


NATIONAL PHENOMENON 


HE PROPHETS OF DOOM who talked of 
Tine nation’s dwindling population 
were never more wrong. Today improved 
economic and social conditions are result- 
ing in bigger families — planned big. 
Families of three or more children have 
increased 47 per cent during the past 
seven years.! 


Preqnancies wanted — Women seeking 
advice today on conception control want 
to make sure that the method recom- 
mended will not impair future fertility. 
For a dependable method that permits 
conception when it is wanted, the dia- 
phragm-jelly method has no equal. Of 
regular users who discontinued the meth- 
od in the hope of conceiving, “25 to 30 
per cent achieved pregnancy within one 
month,”’? 


Comfort, peace of mind — Ramsrs® Dia- 
phragm and Jelly combine comfort for 
the patient with confidence in the method. 
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: THE PLANNED BIG FAMILY 


The flexible, cushioned rim of the Ramses 
Diaphragm assures the utmost freedom 
and comfort. Ramses Jelly, “the 10-hour 
jelly” because it occludes that long, 
quickly immobilizes sperm and is non- 
irritating 

Patients who want their families when 
they want them will rely on these Ramses 
products as physicians have done for 
more than thirty years: Ramses “Tuk-A- 
Way’® Kit (#701)—diaphragm, intro- 
ducer and jelly, Ramses diaphragms 50-95 
millimeters, Ramses jelly in 3 and 5 oz. 
tubes. 


JULIUS SCHMID, 


423 West 55th Street, New York 19, N. Y 


1. U. S. Census. 2. Tietze, C., in Dickinson 
R. L.: Techniques of Conception Control, ed 
3, Baltimore, Williams & Wilkins Co., 1950 
pp. 55-57. 


RAMSES and “‘TUK-A-WAY” are registered trade-mark 
of Julius Schmid, Ir 
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non-narcotic 
cough 
specific 


Avoids habit formation, 
addiction; does not cause 
drowsiness, nausea, or 
constipation; yet 10 mg is 
equal to 15 mg codeine 
in cough suppressant 
effect. Tablets, 10 mg; 
syrup, 10 mg/4 cc. 


ROMILAR 
EXPECTORANT 


Provides 15 mg Romilar, 90 mg 
of ammonium chloride per 
teaspoonful, in a pleasing citrus 
flavored vehicle which effectively 

j 4 masks the taste of NH,Cl. 
Romilar ® Hydrobromide—brand of | 


dextromethorphan hydrobromide | 


Hoffmann-La Roche Inc 


Nutley, New Jersey 


Original Research in Medicine and Chemistry 
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The Resident’s Responsibility to Himself 


PerHApPs the most important responsibility a young 
physician has to himself comes just before entering 
the residency program. The very decision to take a 
residency should be based on many questions and 
answers to himself: 

“Why am I considering this?” 

“What will I contribute to medicine and medical 
practice by taking a residency?” 

“Am I certain that the specialty I am picking inter- 
ests me most; and is it the one in which I want to 
spend my life?” 

“Have I planned this step financially and family- 
wise, so that I can see it through?” 

“Is my choice of the hospital in which I would 
like to take my residency in line with my accomplish- 
ments and qualifications in medicine?” 

“Where do I want to practice when I have finished 
my residency?” 


At no time should the resident or would-be resident 
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ask, “What’s in it for me?” To do this is to destroy 
the primary concept and principle of a physician’s 
work. 


Keep in mind that the better and best residency 
programs are based on the concept of selfless service 
to patients regardless of their age. race, color, creed 
or economic circumstances. It is under this condition 
that the preceptors of the program are able to create 
dynamic services which provide a real educational 
experience for the resident. It is important, therefore. 
that each medical graduate contemplating residency 
training, and every resident in an education program, 
consider what he will do or is doing from the mature 
point of view of how best he can serve the patients 
entrusted to his care, without reference to the time 
or effort involved. 

Patient care and residency education are a con- 
tinuing process which cannot be entered into on the 
basis of a forty-hour week. “Overtime” is frequently 
the rule, not the exception. The prospective or actual 
resident should face up to this fact if he desires the 
best from his educational experience. This is the 
resident’s responsibility both to himself and to the 
profession which he has elected to follow. 


4. Fong, 
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Are Residents 


Running Out of Patients? 


Is a squeeze play on with some resident teaching 
programs caught in the middle? Many hospitals are 
finding it tough to get enough service cases. Rea- 
sons? Soaring personal incomes and a boom in 
medical care plans are gradually thinning the ranks 
of the medically indigent, traditional ward service 
patient pool. 


Basic to the residency system of postgraduate education 
is the opportunity given the resident to obtain practical 
experience in caring for hospital patients. One measure of 
the value of such opportunity is the degree of responsibility 
shared with and authority delegated to the resident. 

With service patients there is no conflict. The resident's 
authority can be clear-cut. The portion of responsibility he 
shares with his chief, the hospital, the attending staff 
usually depends almost entirely on the judgment of the 
chief of service as to the resident’s ability and qualifications. 


Major share of responsibility 


When afforded a major responsibility for work-up, ordering 
tests, diagnosis, choice of therapy, patient management, and 
follow-up, the resident advances rapidly. He develops judg- 
ment; and with it, confidence. Eventually he may attain 
board certification of his ability, (not simply knowledge) 
in his special field. 

From the first United States residency system set up at 
Johns Hopkins in 1890, residents have shared responsibility 
and have been delegated authority in patient care. 

This is a recognized instrument by which the resident 
acquires advanced clinical and operative know-how. 

Naturally, the resident fully expects to be given adequate 
opportunity for the practice of his skills while under a hos- 
pital residency discipline. He indentures himself to the hos- 
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pital with this an unwritten part 
of his contract. 

Obviously, then, the resident must 
have patients in his service for 
whom he, under his chief’s super- 
vision, is responsible. 


Not a resident 

What would the resident be if he 
had no opportunity to share a sig- 
nificant portion of responsibility in 
the care of patients admitted to his 
service? Strictly speaking, the res- 
ident would not be a resident at all. 
He would become a kind of clinical 
clerk with seniority, perhaps a night 
physician “for emergency use only.” 

He could, of course, learn by ob- 
servation, through formal confer- 
ences and by informal reading. He 
could still do “records research.” 
He could still tag along on rounds. 

But he would not practice medi- 
cine. 

If in a surgical specialty, he 
might assist. But he would not op- 
erate. 

And as for the value of his ex- 
posure to the “teaching atmos- 
phere,” to learning by osmosis, he 
would conceivably be better off to 
enter private practice, take his 
learning from postgraduate courses 
at the nearest university center. 


Learn by doing 


In other words, one of the most im- 
portant reasons for taking residency 
training, generally at no small in- 
vestment of time and dollars, is to 
learn more by doing more — while 
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being backstopped by an interested. 
capable, and available attending 
staff. 

Yet, as hospital’s service 
patient load declines, where will the 
resident get “his” patients? 

Perhaps the answer can be found 
in the private or semi-private cases. 
There is no apparent shortage in 
this department. 


Medical insurance 


The expansion of medical care plans 
for the prepayment of medical and 
surgical bills continues at a dizzy 
pace. No one has been able to keep 
an accurate count, but estimates in- 
dicate that well over 60% of all 
Americans are partly or fully cov- 
ered by some form of hospital in- 
surance. Surgical insurance alone is 
carried by more than 60 million 
persons. This includes 
union plans and fraternal groups: 
profit and non profit. While plans 
for groups and for individuals are 
adding new thousands, the Congress 
is expected to consider “catastrophic 
illness” reinsurance legislation in 


coverage 


an early session. 

Currently, the percentage of 
patients able to pay part or all 
their medical costs, increases month 
by month. 


Become private patients 


All this simply means that many 
patients who previously would have 
entered hospitals on a service basis. 
today are covered by some form of 
medical care insurance. When ill. 
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they seek out a private physician 
who admits them to the hospital. 
They become private patients. 
And what is the resident’s share 
of responsibility when private 
patients are on his service? It de- 
pends. Many variables are involved. 
In a majority of instances, however, 
the attitude of the individual private 
physician determines. Each case is 
different. But generally speaking. 
the resident’s opportunity to direct 
the care of, or perform surgery on 
private patients is minor compared 
to his opportunities when service 
cases are involved. This is, or was 
a perfectly logical arrangement. 
With enough service cases around 
for teaching purposes, there was no 
pressing need for attending staff 
members to put their patients in 
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service beds to further the resident’s 
education. The resident would, on 
orders, work-up a private patient 
for the attending — or take over 
any portion of patient responsibility 
advanced him by the attending. The 
attending physician would continue 
to advise and recommend to the 
resident concerning his patients. 


Changing situation 

But, the situation is changing. In 
many hospitals the attending is be- 
ing asked to share with the resident 
more responsibility in private 
patient care, utilizing the private 
patient for the purpose of training 
the resident. Some attendings re- 
fuse to go along. In certain hos- 
pitals, the dissenting attendings are 
upheld by the hospital’s administra- 
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tion. In others, the attending may 
be viewed as “non-cooperative,” but 
whether or not action is taken is 
problematical. The resident, if he 
finds the situation intolerable, may 
finish out his year and move on to 
another institution. 

Many hospitals alert to the dilu- 
tion of resident responsibility and 
the resulting loss of value to the 
resident of his hospital education, 
have or will soon take measures to 
preserve the quality of their teach- 
ing programs. These hospitals are 
convinced that active resident par- 
ticipation improves patient care. 
The hospitals want to attract capa- 
ble residents. 

One program 

Some may, by degrees, pattern their 
programs after the plan of the Uni- 
versity of Clinics. The 
Clinics, depending entirely upon 
private patients for budgetary needs. 
consider all patients as teaching 
patients. Dr. Lowell T. Coggeshall. 
Chairman of the Department of 
Medicine and Dean of the School 
Biological Sciences at the Univer- 
sity of Chicago, described the plan 
in a symposium on graduate medi- 
cal education in the Journal of 
Medical Education.* 


Chicago 


from the outset, every 
patient admitted to the clinics was 
utilized for teaching purposes and 
today is so informed on admission,” 
Dr. Coggeshall reported. 


*Journal of Medical Education, May, 
1955. 
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Since the hospital is not equipped 
with large wards and there is “rela- 
tively little difference in accommv- 
dations,” the resident and attending 
staff rarely knows “which patient 
is charity and which is full pay,” ac- 
cording to Dr. Coggeshall. He re- 
ports further: 

“After almost three decades of 
experience, neither the administra- 
tion nor the staff would wish it 
changed, and we look upon the 
original necessity for using the pay- 
ing patient for teaching purposes 
as a fortunate incident rather than 
a handicap.” 

How about a half-way measure. 
a compromise plan which would 
permit the chief of each service to 
choose the patients the resident 
would be allowed to care for and 
those whom he should not? Actual- 
ly, this with modifications. 
is in effect today in a number of 
voluntary hospitals. Its drawback. 
from the resident’s point of view, 
is that too often the degree of re- 
sponsibility shared by the resident 
is dependent upon the personality 
factors of the patient and of each 
private physician associated 
the hospital. Many, of 
are conscious of their obligation to 
cooperate with the resident’s train- 
ing; they cooperate to any extent 
consistent with their own responsi- 
bility to their patien’s. 

The desire on the part of private 
physicians to offer residents an “op- 
portunity,” however, is not a uni- 
versal one among all physicians in 
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practice. Many feel, and with strong 
justification, that their own patients 
should be totally cared for by them- 
selves. 

The purpose of this article is not 
to take sides but to show that a 
great divergence of opinion exists 
on an important and pressing prob- 
lem. Certainly some give and take 
will be necessary if private patients 
are to fill the gap in ward service 
beds. The resident has already met 
some give, some take, and many 
different “attitudes” among private 
physicians concerning their patients. 
It might be interesting to detail a 
few standouts. 
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Call me when you’re through 


The first attitude is that of the “real 
decent” (from the resident’s point 
of view) practicing physician or at- 
tending. He introduces the resident 
to his private patient: “Mrs. Wil- 
liams, may I present Dr. Jones. Dr. 
Jones is on the hospital staff and is 
specializing in gynecology. We work 
together quite closely here at the 
hospital. I would like you to con- 
sider him your own doctor, just as 
you do me. He will be in constant 
touch with me on your progress and 
I, of course, will be in to see you 
every day.” 

Often, this type of attending will 
then discuss — solely in the in- 
terests of rapport and for the psy- 
chological value to the patient — 
some incidental fact about Mrs. 
Williams’ condition. The resident 
will nod knowingly. Mrs. Williams 
will smile and feel well taken care 
of. Later, to the resident alone, the 
attending might say. “Work this up. 
Check with me on any heavy cost 
item first. Otherwise go ahead as 
if she were your own patient. Call 
me when you're through.” 

This type of practicing physician 
has bridged the often delicate, 
patient-doctor relationship to per- 
mit the resident responsibility. 


Look, but don’t touch! 


At the other extreme is the “blood 
and scut” attending who seems to 
expect all infusions, bloods and 
charts to be done immediately or 
about fifteen minutes before he or- 
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ders them. But he will blow his 
top if the patient gets so much as 
an aspirin without his say so. His 
written order may be a brief: “No 
pelvic or rectal by house staff.” 


Let’s talk this over 


Between these extremes can be 
found the majority of practicing 
physicians. The resident learns to 
play them by ear, to sense how much 
freedom and authority he might be 
given in each case. Before writing 
their orders, this type of physician 
will usually sit down and discuss 
each step of the work-up or therapy 
with the resident. Usually he will 
consider (and often accept) sug- 
gestions when offered by the res- 
ident. Even when the resident’s idea 
seems a bit far-fetched to this phy- 
sician, if the cost is not excessive 
and the care of the patient not en- 
dangered, the attending, aware of 
his personal role in the education 
of the resident, will sometimes allow 
the resident to go ahead. 

And it is with this type of at- 
tending that the resident himself 
must be certain that his own atti- 
tude is good. 

The smart guy, the surly, the 
generally non-cooperative resident 
will hardly get an approving nod 
from the attending, much less any 
patients. As one attending put it, 
“the resident who is obviously do- 
ing the hospital no favors but is 
in this thing to get all he can get. 
regardless of how he gets it. will, 
in the long run, get damn little.” 
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Team idea 


Thus, the private patient as a teach- 
ing patient often comes naturally; 
but only after kindred attitudes 
and a team idea of cooperation for 
the welfare of the patient has been 
established among the staff. 

One thing is obvious: patients, 
however they may be classed, must 
be available in all residency pro- 
grams. 


Approval 
Unless the attending staff of a hos- 
pital, in which the ward services 
have contracted to a point which 
makes them of little value for res- 
idency training purposes, shares 
responsibility with and delegates 
proper authority to the resident 
staff relative to the care and treat- 
ment of their semi-private or private 
patients, the quality of its program 
will deteriorate; and the specialty 
boards involved may withdraw their 
approval of the training program. 
When this occurs, it follows that 
the quality (and quantity) of the 
resident and intern staff will fall off 
rather sharply. 

And who would suffer most in 
this situation? Unfortunately. but 
inevitably, the patient. 


The provision and continuance of 
top-flight medical care and _ treat- 
ment within our hospitals by prac- 
ticing physicians and surgeons can 
always be accomplished more easily 
when they are assisted by hard- 
working, intelligent and interested 
residents and interns. 
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Wanted: Residents 
At Summer Camps 


Maybe playing first-aid man for a hundred crying, home- 
sick, but usually healthy kiddies isn’t exactly your idea 
of a good vacation. But, think it through. You could have 
a ball; build your pre-practice income and maybe even 
have your wife join you, all expenses paid. 


War maybe you aren’t a pedia- 
trician. But you are a_ physician. 
And that’s what many hundreds of 
summer camps for kids all over the 
United States are looking for right 
now. Not pediatricians. Physicians. 

Pediatrician or not, if a child in 
camp comes down with something 
indicating a need for hospitalization, 
you will readily be able to determine 
that fact. 

Remember, most kids who have 
summer hurts get such things as 
poison oak and ivy, cuts, bruises. 
lacerations—and maybe a few minor 
behavior problems for good meas- 
ure. And you'll do fine. Keep it 
clear that child camp authorities 
will ask you to supervise an out- 
patient clinic, not a children’s hos- 
pital for acute diseases. (If by 
chance they ask you to do more 
than that, youll know what to tell 
them without our prompting). 
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Time for practice? 
Let’s suppose you're completing 
your residency this June and have 
considered the possibility of begin- 
ning your private practice during 
the summer months. A good time? 
Well, summer is vacation time for 
most families. It’s also recreation 
and relaxation time. The warm days 
may bring sunburn, cuts and minor 
infections, maybe some heart cases. 
too. But in most specialties, the hot 
weather brings a lull in the prac- 
tice. ; 

So, from an income point of view. 
(remember, your debts are biggest 
your first day of practice) summer 
just happens to be about the worst 
time to jump into solo practice. 
Most physicians in practice advise: 
open up in the early Fall. 

If you go along with this advice, 
your next question is: “What will I 
do with the Summer?” 
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If you happen to be independent- 
ly rich, a nice trip to Switzerland 
would be fun. If you happen not to 
be rich—you might just be thinking 
of earning a little something to help 
you get a good start in your prac- 
tice come Fall. 

The summer camp offers you an 
opportunity to combine a vacation 
with a small salary. It might be 
just what you’ve been waiting for. 

Even if you are right in the mid- 
dle of your residency, have only a 
few weeks vacation coming, you 
might team up with other residents 
and take a camp physician’s job. 
You could stagger your vacation 
times to give full coverage to the 
one camp. 


Early application 


After all, most educators heartily 
endorse the idea of your taking a 
real break from the hospital routine 
—out in the wide open spaces where 
you can get a little tone and color 
into your body. (Man, have you 
looked in a mirror lately?!) 

Now, if you think this might be 
a good plan, get started on it right 
away. Camps hire ahead of time; 
they're now filling July through 
August positions. Your application 
may be a week early. That won’t 
hurt. But if it’s a week late, you’re 
out of luck. 

The growth of summer camps 
during the past ten years has been 
just short of phenomenal. Bigger 
families, a rise in the general eco- 
nomic level are two reasons. Along 
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with the growth and development 
of summer camps, there has been a 
tremendous increase in the demand 
for camp physicians. Jobs are plen- 
tiful enough so that the resident 
who starts looking early usually 
will get one to suit his needs. 


Hospital bulletin 
One of the quickest and perhaps 
easiest ways to find out about open- 
ings is to keep an eye on your hos. 
pital’s bulletin board. Most camps 
start sending out notices to hos- 
pitals in their areas about Febru- 
ary. If you haven't seen any posted 
in your hospital. stop in and _ see 
the administrator’s secretary. She 
may know of some that have come 
in but, for some reason, haven't 
been put on the bulletin board. 
Your local medical society fre- 
quently will get a request for camp 
physicians. A telephone call to the 
society or a careful look-through of 
the classified section in the society’s 
journal may turn up something. 


Agencies 


Established placement 
agencies in your area are excellent 
sources for part-time and summer 
camp positions. (You will find their 
ads in the classified sections of this 
and other medical journals). Many 
camps list with the same agency 
year after year. The agency can 
help you evaluate the kind of set- 
up you will be getting into. Again, if 
you apply early, you'll get your 


physician 


pick of camps. In your letter to the 
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agency, be sure to give dates and 
desired areas. Since a personal in- 
terview with camp authorities is 
usually necessary, you'll probably 
be wiser to limit your preferences 
to your home or hospital area. 


Newspapers 
The Sunday supplement and classi- 
fied section of your newspaper may 
contain a few ads specifically calling 
for camp physicians. If you are in 
a small town with a newspaper of 
very limited circulation, this is less 
likely to be true. In that case it 
will be worth your while to pur- 
chase a metropolitan newspaper. 
letters? 
Writing directly to camps that you 
may have attended as a youngster 
or to a camp that you've heard 
about may offer some information. 
A few of the national and “fam- 
ily” circulation magazines carry ad- 


How about Certainly. 


vertisements of summer camps. 
While there won’t be any ads for 
camp physicians, you will get a good 
supply of camp names and ad- 
dresses; also, camp associations. 


Write directly 

Frequently, camps will be grouped 
together in an association based on 
religious, fraternal or regional basis. 
The YMCA and the YMHA, the boy 
scouts, girl scouts, Police Athletic 
Leagues, certain church and reli- 
gious organizations often have many 
camps under a group jurisdiction. 
It may prove a good shortcut to 
write directly to the camp associa- 
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tion headquarters requesting infor- 
mation about physician openings in 
any of their summer camps. 

In your first letter to any camp 
inquiring about an opening, give a 
brief resume of your training, li- 
censes if any, and the exact date 
you will be available. Request some 
information from the 
camp also. For example, find out 
the period you will be required to 
serve and a probable salary. 

This is one way to eliminate the 
negative. For instance, it is pretty 
obvious that if the camp wants you 


screening 


to start before your residency is 
completed, it would be ¢« waste of 
your time to continue the corres- 
pondence with this particular camp. 
If your letter is satisfactory and 
the distance is not too great, the 
camp will probably request a_per- 
sonal interview. Prepare yourself 
for this as you would for any inter- 
view. Also, consider the fact that in 
this particular position there is just 
as much that you want to know 
about the camp as the camp must 
know about you. You will be ready 
to give answers. But, make a check- 
list for your questions: 
1. What is the exact salary? (Is 
there a contract?) Most camps 
figure your pay by the season, vary 
from $500 to $900 for a 7- to 10- 
week season. How is the salary 
paid? At the end of the summer 
period, weekly, or monthly? 
2. Are there facilities for your wife 
and family? Some camps will give 
your wife a job as your aide or a 
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group leader or camp supervisor; 
some may accept your children at a 
reduced fee. Ask about this. 

3. What are the facilities of the 
dispensary? How well is it 
equipped? Be specific. Do they 
have an inventory of medical sup- 
plies on hand? Who is to decide 
what materials are needed. Will 
they take your recommendations as 
to the needs and supplies of the 
dispensary ? 

4. Will you have an assistant? 
Many camps will have a nurse on 
the payroll. Most won’t. Some may 
have a medical student as a coun- 
sellor. Needless to say, a junior or 
senior medical student would be 
invaluable. 

5. Are there hospital facilities in 
town? What arrangements has the 
camp made with the hospital? Is 
there a local physician available to 
help you when needed for consulta- 
tion? Have arrangements been made 
for you to hospitalize a seriously ill 
child? 

6. Are you covered by a malpractice 
policy? If not, will the camp pay 
for such a malpractice policy if 
you take one out for the duration 
of your camp job? 

7. Must all children have physical 
examinations by their private phy- 
sicians prior to their acceptance by 
the camp? Will the camp knowing- 
ly accept diabetics, allergic or car- 
diac children (requiring constant 
and specialized care)? If so will 
you be responsible for their main- 
tenance therapy and management? 
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If the camp makes an extra charge 
for such children, will you receive 
a fee? 

8. Here are important items which 
should be settled in advance! What 
are your days off, if any? Will you 
have anyone to cover you? In some 
camps the physician is on duty the 
day he starts to the day the sum- 
mer ends. In others, the physician 
will have one day off, or one week 
end off periodically; his place will 
be taken by a local physician from 
town. This depends on arrangement 
between you and the camp, but it 
is always better to settle these 
points before the contract is signed. 
9. Do you have any other duties 
besides strictly “professional care” 
of the campers and camp staff? 
Some camps try to have their phy- 
sician double as nature counsellors 
or advisers. 

10. Will you be paid for your trans- 
portation to and from the camp—in 
addition to your regular salary? 
11. Is a state license needed in the 
state where the camp is located? 
(The camp will probably have this 
information from past experience). 
For example, in some areas this is 
a must, in others a temporary li- 
cense will serve the purpose, and in 
some it is required of a physician 
to be “eligible” for a state license 
and have a licensed M.D. in town 
as supervisor. 

Past experience has shown that 
the answers to the above questions 
largely determine what kind of 
summer camp tour you will have. 
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Salary 

Since camps are having quite a bit 
of difficulty in 
you're in a shopper’s market. Don’t 
jump at the first salary offer (un- 
less you are completely satisfied, of 
course). You will be in a position 


getting doctors. 


to negotiate a bit. Perhaps you 
might suggest a higher figure and 
then work back to a compromise. 
Or. if the camp is particularly de- 
sirable from your point of view. 
work on a few possible fringe bene- 
fits which have not been offered. 
Such things as your wife’s job or 
maintenance, and that of your own 
children, your days off, ete. — all 
are things which can be negotiated. 
Don’t undervalue your own useful- 
ness to the camp. You may have to 
work your head off throughout the 
summer—in which case, it would 
be nice to have something in the 
bank to show for your efforts. 
Incidentally, many private camps 
will offer you more in salary than 
will some of the organization camps 
such as the boy scouts, fraternal 


stan- 
dard” rate. Perhaps it should de- 
pend on the number of children 
involved and how much each child 


groups, etc. But there is no 


must pay to come to the camp— 
but it doesn’t. You will have to de- 
velop your own evaluation, unless 
you are working through a medical 
placement service. 


Work plus relaxation 

Of course you are expected to work. 
You are getting paid a salary for 
that. But at the same time make 
sure that you will have sufficient 
time and coverage for a reasonable 
amount of enjoyment and _ relaxa- 
tion. It is too late to discover that 
you have tied yourself—to a bad 
deal after you’ve worked for sev- 
eral weeks. Try to arrange for such 
things as salary and time off and 
equipment before you sign the con- 
tract. 

If the job fits, take it. Summer 
camp can be a refreshing experi- 
ence after a long year in your hos- 
pital. 


Pediatric Rehabilitation Fellowships 


The Children’s Division of the Institute of Physical Medicine 
and Rehabilitation. New York University-Bellevue Medical 
Center, reports two fellowships for pediatricians are available 
in pediatric rehabilitation. These fellowships are made pos- 
sible by funds supplied by the Association for the Aid of 
Crippled Children. Training will be offered in the rehabili- 
tation of children with disabilities resulting from neuro- 
muscular, muscular and orthopedic conditions. The stipend 
is $4,000; and the training period is one year, beginning 


July 1, 1956. 


February 1956, Vol. 2, No. 2 


43 


rge 
ich 
hat 
you 
me 
the 
im- 
ian } 
vill 
om 
ent 

it 
ese 
ed. 
ies 
re” 
ff? 
hy- 
ors 
ns- 
-in 
the 
d? 
his | 
e). 
is 
li- 
in 
an 
ise 
wn 
iat 
ns 

of 
= = 


( / / 


Surgery Board 


Requirements 


Tre organization of the American 
Board of Surgery was completed in 
January 1937, and it was formed 
by cooperative action of the follow- 
ing: 

The American Surgical Associa- 
tion, Section of Surgery of the 
American Medical Association, 
American College of Surgeons, 
Southern Surgical Association, 
Western Surgical Association, Pa- 
cific Coast Surgical Association, 
New England Surgical Society and 
the Central Surgical Association. 
The first three groups appoint four 
representatives each to the Board; 
the remaining five groups, one rep- 
resentative each, to make a total 
of seventeen members. 


Purposes 
In brief, the purposes of the Board: 

1. Conduct examinations of satis- 
factory candidates who seek certi- 
fication by the Board. 

2. Issue certificates of qualifica- 
tion to all those meeting the Board’s 
requirements and satisfactorily com- 
pleting its examinations. 

3. Improve the opportunity for the 
training of surgeons. 
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Specialty Boards 


Knowing exactly what's required 
often prevents confusion and costly 
misunderstandings. Here are essen- 
tial facts for quick review. When 
your particular specialty appears, 
mark the cover and binding of the 
issue for ready reference. 

The information contained in 
this article was obtained through 
direct correspondence with the spe- 
cialty board. Current news such as 
changes in requirements, special 
announcements, and notices of date 
and place of examination will be 
published in Resident Physician 
as received from the various boards. 


Basic requirements 

1. Satisfactory moral and ethical 
standing in the profession and the 
community. 

2. Engagement in the practice of 
surgery. 

3. Graduation from an approved 
medical school in the U.S. or Can- 
ada or from medical schools accept- 
able to the Board in other countries. 

4. Completion of internship 
(straight or rotating) of not less 
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than one year in a hospital approved 
by the Council of the A.M.A. 


5. Candidates who are citizens of 


the U.S. or Canada must have a 
valid license to practice in their na- 
tion of permanent residence, except 
where no license is required as in 
the practice of surgery by commis- 
sioned officers in the Army. Navy 
or Public Health Service. 


Special requirements 

There are two programs which ful- 
fill the minimal requirements. At 
times the Board may request that 
a special operative report be filed 
before the candidate is considered 
eligible for examination. 


Program | 
Completion of a graded residency in 
surgery of at least four years in 
one or more institutions acceptable 
to the Board and approved for four 
years of training by the Conference 
Committee on Graduate Training in 
Surgery. The final year of the pro- 
gram must be in the capacity of 
senior or chief resident in surgery. 

If the hospital residency training 
is for a longer period than four 
years, and the candidate does not 
continue past his fourth year, he 
then must qualify in Program II. 
In any case, a total of at least five 
years must be spent: one of the 
years may be in practice limited to 
surgery and carried out under ac- 
ceptable supervision. 

Surgical internship may be ac- 
ceptable for residency credit if the 
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surgical internship is part of a 
graded residency program, and is 
preceded by one other year of in- 
ternship. 


Program Il 

Completion of at least three years 
of a graded residency in surgery in 
an institution acceptable to the 
Board. The final year must be spent 
as senior or chief resident. Credit 
will be granted for surgical intern- 
ship if preceded by one other year 
of internship when the surgical in- 
ternship is part of a graded resi- 
dency program. 

Two additional years of training 
beyond the three years of residency 
(a total of five years) are necessary 
to take the Board examination. 
These two years may be in the 


practice of surgery under super- 
vision: or in the study of surgery 
and the basic sciences in an ap- 
proved graduate school (no more 
than one year’s credit is given for 
work in a basic science) ; or in sur- 
gical training in Federal service ac- 
ceptable to the Board. 


Resident Physician 


s 
| 
t 
t 
j 
3} | 
= 6 5) 


Supervision 


“Acceptable supervision” means su- 
pervision by a preceptor acceptable 
to the Board, one who will assume 
the responsibility for the candi- 
date’s further training. The super- 


vising surgeon must inform the 
Board in writing of the acceptance 
of this responsibility. He must vouch 
for the candidate’s integrity, surgi- 
cal judgment and technical skill. At 
the time of application for examina- 
tion the candidate is required to 
submit to the Board a list of opera- 
tive procedures performed under su- 
pervision. 


Basic sciences 

The study of surgery and basic sci- 
ences may be in an approved grad- 
uate medical school, must be full 
time and extend over more than nine 
months. No more than twelve months 
credit will be given for such study. 
Six months credit will be given for a 
single basic science such as pathol- 
ogy. physiology or anatomy, and 
twelve months credit may be ex- 
tended for surgical research. This 
graduate work will not be credited 
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as part of a three-year residency 
program. 

The Board recognizes the value of 
formal courses in basic science, but 
will not accept these courses in lieu 
of clinical experience. However, the 
Board will accept such courses to- 
ward the practice requirement in 
Program II. 


Military credit 

Full credit may be given to candi- 
dates who trained as residents in 
military hospitals approved for sur- 
gical residency training. If the can- 
didate had a surgical assignment, 
and this work was carried out under 
the supervision of an acceptable sur- 
geon, preceptorship credit may be 
given. 


Foreign trained 

Candidates must have completed at 
least a three-year residency in an 
approved hospital in the U.S. or 
Canada. In addition candidates are 
required to have a valid license to 
practice in the nation of their per- 
manent residence. The Examining 
Committee may at times accept for- 
eign training as the equivalent of 
acceptable residency training in the 


US. 


Applications and fees 


The candidate should write to the 
Secretary for an application form 
after he has familiarized himself 
with the requirements and believes 
he is able to meet them. The proc- 
essing of the completed application 
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requires a minimum of three months 
by the Board’s office. The candidate 
will be informed by the Secretary 
as to his acceptability, his defer- 
ment, or his ineligibility. 

Final acceptance for examination 
is based upon the candidate’s train- 
ing qualifications as well as upon in- 
formation available to the Board 
concerning the candidate’s profes- 
sional ability and ethical standing. 

Candidates are informed of their 
eligibility for Part I as soon as the 
application is approved and they 
are sent a list of examination cen- 
ters for their choice. 

The total fee for examination is 
$150 payable as follows: $25 for 
registration, $50 for Part I and $75 
for Part IJ. Re-examination in Part 
I is $50; in Part II $75. There is a 
fee of $25 for re-examination in a 
single subject. : 

The examination is given in two 
parts, Part I (written) and Part II 
(clinical, bedside, and laboratory). 


Part I 


The examination is held twice a 
year—Spring and Fall—in as many 
centers as the Board may determine 
suitable in the U.S., and in some 
military centers abroad. A request 
to take the examination at a_par- 
ticular center should be made well 
in advance of the exam date. 

Part I is of the objective, multi- 
ple-choice type and covers a half 
day session. This examination is de- 
signed to cover general surgical 
problems including the application 


of the basic sciences to surgery. The 
questions include case histories and 
are arranged to test the ability in 
judging cause and effect. and il- 
lustrating comparisons and_rela- 
tionships. 

The tests are written by members 
of the Board with the aid of test 
specialists of an educational testing 
service. 


Part Il 
This examination is given by mem- 
bers of the Board and selected dip- 
lomates. It is oral and practical and 
the Part II schedule is somewhat as 
follows: 

8:15 A.M.—Registration 

9 A.M.-1 P.M.—Clinical Surgery 
(diagnosis, management and the ap- 
plication of physiology. biochemis- 
try and bacteriology. The interpreta- 
tion of x-ray studies may also be 
included). 

2 to 5 P.M.—Applied Anatomy 
and Surgical Pathology. 


Grades 

A candidate must receive a grade of 
75% in Part I, and a grade of 75% 
in all three subjects, clinical sur- 
gery, surgical pathology and applied 
anatomy in Part II, to be entitled to 
the Board certificate. The candidate 
is not informed of his percentile 
grade, but is notified that he has 
either passed or failed. Part I results 
reach the candidate in about 30 
days following his exam. Part II. 
two or three weeks. 
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Re-examination 
If a candidate fails in Part I, he 
must wait one year before becoming 
eligible for re-examination. 

Those, who fail Part II, either in 
clinical surgery or both anatomy 


and pathology also must wait one 
year for re-examination. 

For re-examination in anatomy 
only or pathology only, the candi- 
date is required to wait six months. 

Should a candidate fail a re-exam- 
ination in either Part I or II, the 
Examination Committee will con- 
sider an appeal for further exami- 
nation after two years, provided sat- 
isfactory evidence of further prepa- 
ration is submitted. The Board may 
deny a candidate the privilege of re- 
examination with sufficient reason. 


Certificate 

After successfully meeting all the 
requirements for eligibility and 
passing the examinations, a certifi- 
cate will be issued to the candidate 
certifying to his qualifications in 
surgery. This will be signed by the 
Board’s officers. 
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Candidates 


Candidates wishing to be considered 
for examination should submit a 
brief outline of their training in sur- 
gery and other professional quali- 
fications to the Board’s office. It is 
important that this information be 
concise, in chronological order, in- 
cluding specific dates of training as- 
signments since graduation from an 
acceptable medical school. Long dis- 
cursive letters are difficult to evalu- 
ate, lead to confusion, delay and in- 
adequate conclusions. The Board 
has available an Evaluation Form 
which may be obtained from the 
Board’s office. If this form is proper- 
ly completed, an accurate estimate 
of acceptable training generally can 
be made without delay. The Board 
will not be responsible for any opin- 
ion expressed concerning a candi- 
date’s eligibility unless it be in writ- 
ing from the Secretary. 

Further information may be ob- 
tained by writing directly to: John 
B. Flick, M.D., Secretary, Ameri- 
can Board of Surgery, Inc., 225 S. 
Fifteenth Street, Philadelphia 2. 


Pennsylvania. 


Thoracic surgery 

Diplomates of the American Board 
of Surgery wishing to become certi- 
fied in thoracic surgery are advised 
to communicate with the Secretary 
of the Board of Thoracic Surgery. 
Doctor William M. Tuttle, 1151 
Taylor Avenue, Detroit 2, Michigan. 
This Board is an affiliate of the 
American Board of Surgery. 
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Edmund L. Leckert 


Director, Charity 
Hospital of Louisiana 


By Edmund L. Leckert, M.D. 


uest 
Editorial 


Die the inception of residencies and internships we 
frequently hear the comment that the present interns and 
residents are not as diligent and eager as those of the past. 
Such a criticism fails to consider the numerous and com- 
plicated surgical and medical procedures and techniques 
which are the present duties of the intern and the resident. 

Is the house officer of today less zealous than his counter- 
part of yesterday? 
groups of interns and residents come and go feel that he is 
not. Human nature, after all, changes little over a period 
of years. As in the past we continue to have our share 
of the excellent, the fair, and the poor house doctors. 

What then, provokes the remarks, and incites the feeling 
that medicine will drift into the doldrums if the situation 
is not corrected? 

Comments on the behavior of a group are based more 
often on the misdeeds of a few of the group than upon the 
good deeds of the majority. Very few complaints are the 
result of poor treatment; more often they stem from lack of 
courtesy. These adverse comments are largely the result 
of lack of training in our medical colleges in personal 
relationships which various other sects emphasize. 

The higher in esteem a group is held, the greater the 
scrutiny of its behavior and more exacting are the expecta- 
tions for proper behavior. Such is the case with physicians. 
Few groups are entirely free of individuals who do not meet 
the accepted standard of that group. and the medical pro- 
fession is no exception. The majority in this case is being 
judged by the behavior of the minority. 
moral fiber and purpose in life of the young physician of 


Those of us who have seen successive 
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today are not different from those of his predecessors of 
yesterday. 


We see the law of supply and demand operate in 
all aspects of our lives. At times, it operates to the advan- 
tage of the majority, but often and, particularly in recent 
years, we have seen it operate to the advantage of a some- 
times ruthless minority. The law of supply and demand 
has its influence in the house officer-hospital relationship. 
The pendulum has swung in the opposite direction in 
recent years. The recent rapid expansion of hospital 
facilities and the need for physicians by the armed forces 
has created a situation in which the number of residents 
and interns is less than the number of positions. Thus it 
has become increasingly dificult to eliminate unfit and 
less desirable members of a house staff. The ruthless, selfish 
and indifferent take advantage of the situation and behave 
in terms of “what am I here to get” rather than “why have 
I been selected to be here?” 

Fortunately, this type of individual has been, and is. 
still in the minority, but his behavior stands out glaringly. 
The majority, even though they recognize that they have 
a position of advantage, realize that the purpose of a hos- 
pital is primarily for the care of the sick and go about 
performing their duties competently and in an _ orderly 
fashion. 

The present day situation is one-sided in favor of the 
trainee. In the past, however, it was also one-sided, but to 
the advantage of the hospital. When a physician enters 
into an agreement with a hospital it is with a mutual under- 
standing that the opportunity for training is to be exchanged 
for services for patient care. In the days when the number 
of available interns and residents exceeded available places, 
a certain minority of hospital officials did not live up to their 
trust and exploited the trainee. 

The American hospital system cannot function unless it 
incorporates interns and residents into its scheme of things. 
The intern and resident, likewise, is dependent upon the 
hospital for the practical experience he needs to make him 
a good physician. By and large, both groups recognize their 
obligations, and today are doing, as they have done in the 
past, the best that they are able to do for the care of the sick. 
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Charity Hospital 
of Louisiana 


Fourth of a series on resident centers 


Aerial photo of Charity Hospital Medical Center with Tulane Medical 
School (far left) and Charity Hospital at left center. Next to the hospital 
are the new quarters of Louisiana State University Medical School (center- 


fold). Just beyond is the contagious disease building, pulmonary disease 
unit, and the polio unit (foreground). At far right (foreground) is the 


tuberculosis building. In the upper portion of the photo can be seen 


the new VA hospital and (extreme right) ultra-modern nurses home. 
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(kee Hospital of Louisiana in 
New Orleans is one of the oldest 
and largest hospitals in the South. 
It is also the nucleus of one of the 
best known and regarded medical 
centers in the United States. Estab- 
lished during the days of French 
and Spanish colonization of Louisi- 
ana more than 200 years ago; twice 
demolished, once by fire, once by 
hurricane, Charity Hospital 
is reputed to be the largest hospital 
under one roof in the world. 
True to the romantic traditions of 
the colorful city of New Orleans. 


today 


Charity Hospital had its beginnings 
in a gift by a sailor, Jean Louis, by 
name. In 1736, Sailor Jean Louis 
left funds to establish what his will 
termed “L’hopital des pauvres de 
la Charité.” Named St. Johns Hos- 
pital, the first structure served New 
Orleans indigent sick for more than 
40 years. Leveled by a hurricane. 
the hospital was rebuilt and en- 
dured until it was again destroyed, 
this time by a fire in 1808. The 
hospital, however, continued to func- 
tion in temporary quarters in vari- 
ous parts of the city. 


, “4 


Charity Hospital of Louisiana, 1815-1832 “L’hopital des pauvres de la Charité.” 


In 1811, it was incorporated as 
an institution of the Territory of 
Orleans in Louisiana and permanent 
quarters were constructed. Since that 
time Charity Hospital has been al- 
most entirely a tax-supported insti- 
tution. The buildings which served 
the institution during the latter part 
of the 19th century and for 40 years 
of this century have been replaced 
by modern, up-to-date structures. 


Present buildings 
Charity Hospital ranks among the 
first five largest general hospitals 
in the United States. 
building is a_ 19-story 


The main 
structure, 
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built of reinforced concrete on 
steel, with a limestone exterior. The 
general architectural layout is in 
the form of the letter “H”. An addi- 
tional wing projects from the center 
of the cross-bar towards the rear of 
the building. Daylight and air is 
available to all wards and 
facilities since all floor space is 
provided with outside exposure. 
The new hospital was completed 
in 1939 and placed in operation in 
1940. Outlying buildings house the 
contagious, poliomyelitis and tuber- 
culosis units, the laundry, power 
house, garages. carpenter, machine 
shop and other maintenance depart- 


other 
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ments, and nurses dormitories. All 
are connected to the main building 
by covered passageways. 


The main building has a capacity 
of 2500 beds. The total capacity of 
the entire hospital including all 
patient facilities and outlying build- 
ings is 3500 beds. 


Scope 

The hospital is operated solely for 
the indigent sick of Louisiana. un- 
able to receive proper medical care 
elsewhere, and for the care of emer- 
gency cases arising during critical 
periods. Also, Charity Hospital ac- 
commodates only the acutely ill. 


Chronically ill and convalescent pa- 
tients are referred to other institu- 
tions. 

Charity is owned and operated by 
Louisiana as a part of its extensive 
hospital system which comprises 
more than a dozen units located 
throughout the state. It is supported 
almost entirely by appropriations 
of the state legislature. supple- 
mented to an extent by endowed 
funds of altruistic citizens. 

Although patients are received 
from all parts of the state, some 
56% are from New Orleans. An 
average of 70,755 bed patients are 
admitted yearly with acute diseases. 


Charity Hospital of Louisiana at New Orleans as it appeared in 1859. 
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From a sailor's bequest in 1736, the 
present structure has evolved. Con- 
structed at a cost of nearly $13 million, 
Charity is considered the largest hos- 
pital under one roof in the world. Out- 
lying buildings are connected to the 
main building by covered passageways. 
Total capacity: 3,500 beds. 


In addition, approximately 500,000 
patient visits are made in the out- 
patient clinics and 250,000 pass 
through the admitting room each 
year. 


Administration 


A board of administrators, com- 
posed of 12 members appointed by 
the governor of the state, formulates 
policy. The governor acts as the ex- 
officio president. The members of 
the board are civic-minded citizens. 
professional or business men and 
women who devote their time volun- 
tarily without remuneration. 
Assisting the medical director, a 
full-time physician, are three assist- 
ant directors. Two are in charge of 
business 


administration, disburse- 
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ment, maintenance and other non- 
medical functions. The third is a 
physician concerned primarily with 
administration of matters of a med- 
ical nature pertaining directly to 
patient care. 

The director of the hospital is 
Dr. Edmund L. Leckert. Dr. Leck- 
ert served as the director of the 
Board of Health of the City of New 
Orleans and for more than 30 years 
has been a member and currently 
president of the State Board of 
Medical Examiners of Louisiana. 
He has been a member of the visit- 
ing staff of the hospital since com- 
pleting his internship at Charity. 
For many years, Dr. Leckert was 
associated with the surgical depart- 
ment of Tulane University on the 
staff of the eminent pioneer in sur- 
gery, Dr. Rudolph Matas. 

Assisting Dr. Leckert in a med- 
ical capacity is Dr. Adolph Flores. 
Dr. Flores returned from general 
practice to complete a residency in 
internal medicine and is presently 
serving as administrator after hav- 
ing spent two years in the Navy. 
Dr. Flores has direct contact and 
supervision of residents and interns 
concerning administrative matters. 


Hospital departments 


Each of Charity’s departments is 
headed by a specialist in his par- 
ticular field, a full time employee 
of the hospital who is directly re- 
sponsible to the administrator. The 
department heads supervise approx- 
imately 2400 employees in various 
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categories plus 600 graduate nurses, 
350 student nurses and several hun- 
dred students in schools of medical 
technology conducted by the hos- 
pital. All personnel, with the excep- 
tion of residents, interns and those 


engaged in instruction, are covered 
by the Louisiana Civil Service Sys- 
tem. 


Resident and intern staffs 

The intern staff is composed of 130 
physicians representing most of the 
schools in the United States. The 
majority are from the South, but 
all areas of the country are repre- 
sented. The term of internship is 
one year, interns rotating through 
the major services. 

The resident staff consists of 350 
physicians receiving training in 17 
Council-approved specialties of med- 
icine and surgery. Due to present 
legal requirements of the State of 
Louisiana. graduates of foreign 
medical schools cannot be appointed 
as residents. Internships are open 
to foreign graduates. however. 


Visiting staff 


The training of the intern and resi- 
dent physician is directly under the 
surveillance of the visiting staff, a 
voluntary group of approximately 
600 physicians and surgeons serv- 
ing without pay. Composed of lead- 
ing physicians. many of the staff 
are among the most prominent 
teachers in the medical profession 
in the South. Two-thirds of the staff 
is drawn from part or full-time fac- 
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ulty members of the medical schools 
in New Orleans. In addition some 
75 fellows from the medical school 
work without pay to assist the resi- 
dents in some of their duties in the 
hospital. 

The function of the visiting staff 
is largely supervisory and for in- 
struction. Although the responsibil- 
ity for the welfare of the patient 
rests upon the directors of the 
services which render specialized 
types of care, the patients are, with 
few exceptions, treated by residents. 
assistant residents, and interns. 


Location 

Charity Hospital is located in down- 
town New Orleans adjacent to the 
heart of the business district and 
within walking distance of the Vieux 
Carré (the French Quarter). From 
its upper stories, Lake Pontchar- 
train (20 miles wide and 60 miles 
long) is visible to the north and the 
Mississippi River to the south. Often 
referred to as America’s “city of 
contrasts” and “America’s most 
interesting city.” New Orleans has 
an urban population of more than 
650.000, 30°% of whom are negroes. 
Adjacent to New Orleans is Jeffer- 
son Parish which has a population 
of approximately 200.000. Some 
60% of the patients treated in the 
hospital are negroes. 


Associated institutions 


The hospital is flanked on one side 
by the School of Medicine of Tu- 
lane University of Louisiana and on 
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Surgical residencies at Charity benefit from the modern facilities and expertly- 
4 trained nursing personnel. Quality training and supervision is provided by 
: the hospital’s attending staff of 600 physicians, the majority of whom are 
faculty members of nearby medical schools. 
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the other by the School of Medicine 
of Louisiana State University. Both 
schools are connected directly with 
the hospital by tunnels and passage- 
ways. 

Each school has recently expand- 
ed its facilities including the con- 
struction of buildings affording 
ample classroom, laboratory. clinic 
and research facilities. At the rear 
of the hospital is the new  ultra- 
modern Veterans Administration 
hospital. This is a “deans commit- 
tee” hospital of 500 beds. The con- 
sultant and visiting staffs of the 
hospital have been selected from the 
staffs of both medical schools and 
Charity Hospital. Nine approved 
residency programs are offered at 
the VA hospital in addition to those 
at Charity. 
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Organization 
The medical and surgical services 
are divided into three units: Louis- 
iana State University, Tulane Uni- 
versity, and an independent unit. 
The latter has no school affiliation. 
New patients are admitted to the 
various services of three units in 
the ratio of 40% for each school 
unit and 20% for the independent 
unit. Each unit has its own med- 
ical, surgical, obstetric, gynecologic. 
orthopedic, ophthalmologic, otolar- 
yngologic, urological, psychiatric. 
and pediatric subdivisions. These 
subdivisions are headed by chiefs 
of staff. Those on the school serv- 
ices are professors in the respective 
departments and the heads of de- 
partments in the medical school. 
Certain “hospital departments” 
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Nurses give patient an assist at Charity’s well-known tuberculosis hospital. 


render service to all three units. 
Among these are the laboratories of 
the Department of Pathology, the 
Department of Radiology, the De- 
partment of Anesthesiology and the 
blood bank. In addition the hos- 
pital operates a heart station which 
performs and interprets all electro- 
cardiograms, the lung station which 
performs respiratory function tests, 
a mental unit, a premature unit 
(one of the largest in the country 
—average daily census: 140), and 
a physiotherapy department. Each 
of these hospital departments is 
staffed by a full-time physician di- 
rector who is a diplomate of the 
board in the specialty concerned, 
and various full time assistants who 
likewise have diplomate status. 
Department heads are associated 
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as teachers with either or both of 
the medical schools. The facilities 
of these departments are available 
for the training and instruction of 
interns and residents. For example, 
surgical residents rotate through the 
pathology or anesthesiology serv- 
ice; the medical residents may ro- 
tate through the heart or lung sta- 
tion if they elect to do so. 

Exchange residencies are main- 
tained with other hospitals in the 
city, state and throughout the na- 
tion. Affiliations are also made with 
the U.S. Public Health Service, the 
Air Corps and the Veterans Admin- 
istration. 


Technical schools 
Charity Hospital, in addition to its 
schools of nursing, maintains 


Resident Physician 


2 
“R< 
} 
if 


schools for technical personnel. 
Among these are schools for labor- 
atory technologists, physical thera- 
pists, radiology technologists, anes- 
thesia (for nurses), and a school of 
dietetics. 


Work load 

Charity Hospital is extremely active 
inasmuch as all acute illnesses. 
emergencies and accidents in and 
about New Orleans are brought to 
its admitting and accident rooms. 
More than 110,000 patients are 
treated annually in the accident 
room alone. 

In the total of 54 operating and 
delivery rooms throughout the hos- 
pital some 12,000 babies are deliv- 
ered each year, and more than 24.- 
000 surgical procedures per- 
formed. Practically 99% of the sur- 
gery and deliveries are performed 
by the residents and interns under 
the supervision of the visiting staff 
and chiefs of services. 


Available residencies 

Approved residencies are available 
in each of the three units in most 
specialties offered at Charity. Thus, 
one interested in surgery may apply 
and be accepted in either the sur- 
gical service of the Tulane unit or 
the Louisiana State University unit 
or the Independent unit. The hos- 
pital services, such as _ radiology, 
pathology and anesthesiology, ap- 
point residents on a general basis 
rather than on a unit basis; resi- 
dents on these services serve and 
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care for patients admitted to any of 
the three units. 


Coordinated conferences 
Formal programs of resident in- 
struction vary according to division, 
specialty and requirements of the 
specialty boards. Weekly confer- 
ences, lectures, and demonstrations 
are coordinated between the medical 
schools and the hospital. Visiting 
physicians conduct conferences and 
offer diagnostic assistance and ad- 
vice in the management of cases 
under the resident’s care. Heads of 
the services are responsible for the 
conduct of the resident training 
program and for the selection of 
residents. 

Recommendations for resident se- 
lection are made to the director of 
the hospital and the board of ad- 
ministrators who formally grant the 
appointment. 

Upon completion of the period of 
internship or residency, the doctor 
is given a certificate signed by the 
governor of the state and various 
officials of the hospital attesting to 
the satisfactory completion of the 
service. 


Application and appointment 

Application for internship and resi- 
dency are submitted early in Fall 
to the office of the director. The 
hospital participates in the match- 
ing plan for selection of interns. 
Application forms may be obtained 
by writing to the Department of 
Medical and Surgical Care. The 
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Among the up-to-date facilities at Charity Medical Center are the heart 
station, post-op service. laboratories, and blood bank with refrigerated tanks. 
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department’s office, under the direc- 
tion of Miss Josephine Marino, 
maintains intern and resident rec- 
ords, applications, disburses checks, 
assigns rooms in the dormitories, 
and handles all clerical affairs with 
the Veterans Administration. draft 
boards, etc. which pertain to the 
resident staff. 

Members of the Charity Hospital 
resident and intern staffs planning 
to apply for residency or reappoint- 
ment to an advance status must sub- 
mit their applications by October 
Ist. Some leeway is granted to out- 
of-hospital physicians or those in 
the military services who contem- 
plate returning to complete their 
training after discharge. Residen- 
cies begin July Ist. Prospective 
residents interested in the Veterans 
Administration hospital may con- 
tact Dr. Anees Mogabgab. manager 
of the hospital. 


Hospital residents 
Charity Hospital differs from some 
teaching hospitals in that residents 
are appointed by the hospital and 
are hospital residents. Their stipend, 
quarters and maintenance are pro- 
vided by the hospital and not by 
the medical schools, even though 
they serve on one of the school 
units. Residents, therefore, come 
under the administration of the di- 
rector of the hospital although their 
immediate supervisor is the chief 
of the service recommending their 
appointment. 

A resident applies for service on 
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a unit of his own choosing. He is 
not arbitrarily assigned to a unit at 
the discretion of the hospital. An 
applicant seeking a residency in 
surgery on the Tulane Unit, for ex- 
ample, if unsuccessful in obtaining 
one on that unit, is not arbitrarily 
assigned to another unit. If he has 
made application stating that he 
prefers another unit as a second 
choice, he may be appointed if 
recommended by the chief of the 
unit. 

Residents on the medical school 
services are, in many _ instances. 
appointed as assistants on the med- 
ical school teaching staff and par- 
ticipate in certain aspects of the 
teaching and supervision of medical 
students. 


Living quarters 

The residents are housed in_ the 
tower of the center wing of the 
main building on the thirteenth to 
the eighteenth floors. A gymnasium, 
billiard lounge and recreation room 
equipped with radio and television 
are located in these quarters. Due 
to the expansion of the resident and 
intern staffs over the past decade. 
an additional dormitory was con- 
structed across from the hospital on 
Tulane Avenue. Rooms are adequate 
and comfortable. Each has a sink, 
shower, telephone, bookcase, bureau. 
lamps, desk and other facilities ordi- 
narily found in a dormitory room. 
The rooms are serviced by maids 
employed by the hospital. Quarters 
are not available in the hospital for 
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married couples. Provision is made 
for housing female members of the 
house staff. 

All intern and resident clothing 
is laundered by the hospital with- 
out limit or charge. Complete uni- 
forms are furnished to interns; 
white coats to residents. 


Libraries 

The hospital maintains a library for 
both physicians and patients. In- 
terns and residents have access to 
the libraries of both medical schools 
and that of the Orleans Parish Med- 
ical Society. All libraries are lo- 
cated in the medical schools or the 
hospital. 


A “ringer” sits in, steals the show 


Infirmary 


An infirmary on the sixth floor pro- 
vides free medical and surgical care 
for house staff members and their 
familes. Members of the house staff 
are also extended the privilege of 
use of the obstetrical facilities and 
are furnished medication for per- 
sonal use. 


Stipend 

In addition to room and board and 
laundry, a first year resident on any 
service receives monthly a stipend 
of $100; a second year, $125; third 
year, $150; and a fourth year resi- 
dent, $175. Interns receive a. sti- 
pend of $75 per month and also 


at a hospital dramatic club rehearsal. 
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Appropriate to an age of mental and emotional stress, 

EQUANIL has demonstrated remarkable properties for promoting 
equanimity and release from tension, 

without mental clouding. 

EQUANIL is a pharmacologically unique anti-anxiety agent 

with muscle-relaxing features. 

Acting specifical!y on the central nervous system. 

it has a primary place in the 

management of patients with anxiety neuroses, 

tension states, and associated conditions.!: 

In clinical trials, patients respond with “. . . lessening of tension, 
reduced irritability and restlessness, more restful sleep, 

and generalized muscle relaxation.” 

It is a valuable adjunct to psychotherapy. 

Clinical use is not limited by significant side-effects, 

toxic manifestations, or withdrawal phenomena.!.? 

Supplied: Tablets, 400 mg., bottles of 48. 


1. Selling, L.S.:J.A.M.A.157 : 1594 (April 30) 1955. 2. Borrus, J.C. :J.A.M.A.157 1596 (April 30) 1955. 
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laundry, 
meals and free medical care. Resi- 
dents are not permitted to supple- 
ment these stipends with outside 


receive their lodging, 


practice or employment. A_ loan 
fund is available for members of 


the house staff. 


Dining facilities 

Residents and interns are served 
meals at specified hours during the 
day in the air-conditioned dining 
room. Late suppers are served in 
the nurses cafeteria for residents 
and interns on duty in the evening. 


Religious affiliations 

Charity Hospital is a non-sectarian 
institution. However, Sisters of the 
Order of St. Vincent de Paul are 
affiliated with the hospital. There 


are approximately 36 Sisters as- 
signed to Charity Hospital all of 
whom are graduate nurses and many 
of whom hold de- 


grees. Sisters instituted the nursing 


postgraduate 


service at the hospital. They have 
given of their services to the hos- 
pital since 1834 and have nursed 
patients in the hospital long before 
Florence Nightingale established 
the nursing profession. At the pres- 
ent time the nursing department, 
the school of nursing, the house- 
keeping department, the dietary de- 
partment and the outpatient depart- 
ment are each supervised by a sister 
“These 
unselfish women,” in the words of 
the hospital’s director, “lend a spir- 
itual and moral stability to the insti- 


who is a graduate nurse. 


tution which sets Charity Hospital 


Charity Hospital of Louisiana 
Available Approved Residencies 


Total 
Tulane L.S.U. Independent No. of 
Unit Unit Residencies 
Medicine George Burch W.R.Aikenhead J. O. Weilbaecher 42 
Surgery Alton Ochsner James D. Rives L. J. O'Neil 55 
Dermatology George Burch Barrett Kennedy — 8 
Neurological 

Surgery Dean Echols — —- 13 
Psychiatry & 

Neurology Robert Heath Robert Mathews —- 24 
Pediatrics Ralph Plateau Richard Fowler — 34 
Obstetrics 

Gynecology Conrad Collins Milton McCall Adolph Jacobs 33 
Ophthalmology James Allen George Haik H. R. LaRose 11 
Otolaryngology J. W. McLaurin Val Fuchs 8 
Urology H.T. Beacham Edgar Burns Roger Maihles 15 
Orthopedics J. Wickstrom Theodore Simmon sO 24 
Radiology Manuel Garcia 14 
Anesthesiology John Adriani 12 
Pathology Emma Moss 12 
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from other 


apart institutions less 
fortunate in not having such assist- 
ance.” 

There are individual chapels for 
patients and personnel of the Protes- 
tant and Catholic faith. There are 
numerous churches in the vicinity 
of the hospital and clergymen of 
many denominations administer to 
the patients of the hospital. 


Living facilities for 
married staff 
The majority of married interns 
and residents establish homes away 
from the hospital since they are 
permitted to live off the premises 
when not on duty. Some reside in 
the historic. quaint French Quarter 
close by the hospital. The majority 
live in housing projects. the most 
popular of which is Parkchester 
where the rental in furnished apart- 
ments ranges from $60 to $125 per 
month. Other apartments. such as 
those available in the French Quar- 
ter, rent from $50 to $150 per month 
depending upon size. 


Parking facilities 
Parking space, as is the situation in 


major cities, is at a premium. How- 


ever, there is a large parking lot at 
the rear of the hospital, solely for 
residents, interns, and the visiting 
staff. 


Vacations 


Residents and interns are allowed 
up to one month vacation with sti- 
pend depending upon the service. 
Some services, due to requirements 
of their respective specialty boards. 
are not permitted to grant more 
than two weeks leave for vacation 
Sick leave. educational 
leave and military leave with pay 
are granted upon approval of the 
director of the hospital. 


purposes. 


Recreation 

Southern Louisiana with its numer- 
ous canals, lakes and bayous is a 
true fisherman’s paradise. Crabbing. 
shrimping and deep sea fishing are 
year round sports. Duck. deer and 
hunting of other game is permitted 
in the winter months of the year. 
The mild 


year-round 


climate makes possible 

golfing. tennis. and 
other outdoor sports and there are 
abundant facilities for sailing. 
speed boat racing. water skiing. and 
swimming in the New Orleans area.: 


The editors wish to thank Dr. Leckert and his staff at Charity 
for their help in preparing the text and photographs for this 


article. 


We are especially indebted to Dr. John Adriani, Director, De- 
partment of Anesthesiology, Charity Hospital, for his cooperation. 
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Number four of a series 
from leading medical centers 


Clinico-Pathological 


Conference 


Charity Hospital of Louisiana at New Orleans. 
Prepared by Drs. Emma Moss and Rudolph Meuling. 


PATIENT R. B., L53-119927 

A 43-year-old colored male. Ad- 
mitted 10/6/53. 

Chief Complaint: Cramping pains 
in lower abdomen and watery stools 
for three months. 

Past History: Three months prior 
to admission, the patient began 
passing five or six loose watery 
stools per day, each preceded by 
lower abdominal cramping pain. 
After receiving medication from his 
local physician, stools reverted to 
normal for four to five days, then 
became lose again and continued 
that way until the time of admission. 
Stools were dark brown, not tarry: 
there was no blood or mucous. The 
cramping pains lasted from five to 
ten minutes and would be relieved 
by the passage of a stool. Pains oc- 
curred within one-half to one hour 
following a meal; but also occurred 
at night and were severe enough to 
awaken him. Pain was localized to 
the left lower quadrant, without 
radiation. 


Patient’s appetite was good but 
though he had eaten well. he had 
lost 50 or more pounds in the three 
months preceding admission. There 
was no vomiting: and no weakness 
until a week prior to admission 
when fatigue in the legs was noticed. 
Review of Systems: Several teeth 
had been extracted about time of 
onset of present illness. No history 
of dysentery, syphilis, tuberculosis 
or other infectious diseases. Patient 
uses indoor toilet. city water, and 
pasteurized milk. 

Physical Examination: Well de- 
veloped, poorly nourished, colored 
male, who appears chronically ill. 
T 98.2, P 112, R 38, BP 142/90. 
Mucous membranes pale. Abdomen 
rounded, distended. tympanitic, and 


presented diffuse tenderness and 
slight splinting. Peristalsis was 
hypoactive. Other examiners felt 


that the abdomen was distended but 
soft, and presented no splinting or 
guarding. Rectal revealed 
good sphincter tone. extreme ten- 


exam 
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derness, and some question about a 
friable 
felt nothing unusual by rectal exam 


mucosa. Another examiner 


except for tenderness. Admitting 
impressions were ulcerative colitis 


and amoebic dysentery. 


Laboratory: Hemoglobin 12.9 
gms%., RBC 4.2/mm*, PCV 41.5 
vol.%. WBC 9.480/mm*, segmented 
19. bands 58, metamyelocytes 11, 
lymphocytes 4. Urine essentially 
normal. Stool positive for occult 


blood and endamoeba coli, but no 
other ova. cysts or parasites. Ser- 
ology negative, agglutinations nega- 
tive for typhoid, brucella. proteus, 
paratyphoid B. BUN 27 
chloride 512 mg%. 
tive, thymol 2+. 


mg%, 
ceph floc nega- 
Stool culture: no 
pathogens found. Chest x-ray nega- 
tive. Barium enema 10/9: diffuse 
colitis involving entire 
colon and terminal ileum. Should 
consider amebiasis, chronic  idio- 
pathic, and tuberculous colitis. EKG 
Suggestive of myocardial disease. 


ulcerative 


Hospital course 

10/9: Patient felt a little better 
but was still thought to be dehy- 
drated. He continued to have five 
to six stools per day. 

10/10: Proctoscopy was done but 
report is not available. Following 
proctoscopy., more pronounced pain 
developed in the abdomen particu- 
larly in the lower quadrant. Exami- 
nation revealed absent bowel 
sounds, a tight abdomen. rapid 
shallow, jerky respiration (90 per 
minute). pulse 95. At this point. 
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the CO, was 40 vol.%. BUN 4 
mg%.. chloride 526. 

10/11: Taken to surgery with a 
preoperative diagnosis of acute 
ulcerative colitis with toxemia and 
questionable perforation. Postopera- 
tive diagnosis was acute membran- 
ous colitis with multiple local areas 
of perforation and with large areas 
of gangrene. A colectomy was done 
down to above the 
peritoneal floor of the rectum and 
an ileostomy was established in the 
right lower quadrant. The rectal 
stump was closed and a tube was 
inserted through the anus for drain- 
age. The cavity was 
washed out with saline: penicillin 
and streptomycin were injected into 
the peritoneum. Condition poor at 
the end of the operation. 

10/12: 800 cc. urine since sur- 
gery. On intravenous levophed. cor- 
tisone and massive doses of anti- 
biotics. Ileostomy appeared satisfac- 
tory and was draining pinkish pus. 
Mucous in the trachea could not be 


three inches 


peritoneal 


satisfactorily aspirated with the 
usual suction catheter. BP was 
100/70, pulse 120-140. By noon 
tracheotomy was necessary. Tem-. 


perature 106.8. Serum amylase 104 
units. Midnight of 10/12: BP still 
being maintained with levophed. No 
jaundice. Total urinary output about 
1000 cc. Temperature dropped to 
102, and then rose again to 106 
prior to death. Urinary output was 
1000 cc. per day on both the 13th 
and the 14th and gastrointestinal 
suction was 3000 cc. on the 13th 
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Ss. 


and 2000 ce. on the 14th. No further 
doctor’s notes. Nurses notes indicate 
only that the patient continued to 
be in poor shape, continued to re- 
quire levophed to maintain blood 
pressure, and received whole blood, 
dextran, penicillin, streptomycin, in- 
travenous aureomycin and cortisone. 
Patient expired on 10/14. 

Surgical Specimen: The specimen 
consists of a total colon and termi- 
nal ileum. A Meckel’s diverticulum 
is present 16 inches from the ileoce- 
cal valve. The entire colon is in- 
volved with many small areas of 
gangrene of the entire colon wall. 
This was present to within 3 inches 
of the pelvic peritoneum. The entire 
lining of the colon was replaced with 
a necrotic, purulent membrane. The 
small bowel is dilated and presents 
fibrinous adhesions to the colon. 
Histologic study reveals massive 
ulcerative amebic colitis, with gan- 
grene, and multiple perforations. 
The parasites were found without 
difficulty. 


Pathological findings 

These findings will be limited to the 
pertinent findings. The coronary 
arteries are sclerotic and tortuous. 
No myocardial change is noted 
grossly. However, on microscopic 
examination, a small area of hemor- 
rhage, neutrophil infiltration and 
eosinophilic change in the muscle 
fibers is seen. This occurred in 
association with a coronary throm- 
bus. The stomach presents four 
ulcers; one on the greater curva- 
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ture, one in the fundus and two in 
the lesser curvature. Histologic 
study reveals all of these ulcers to 
be acute in nature. In one of the 
ulcers amebae were seen. The peri- 
toneum and small intestine showed 
a fibrin and fibrinopurulent exudate. 
The surgical connections have been 
described above. Only 10 ml. of 
cloudy urine was present in the 
bladder and there was slurring of 
the cortical striations of the renal 
cortex. The microscopic picture was 
consistent with hypoxic nephrosis. 


Diagnoses 

1. Fulminant gangrenous amebic 
colitis with multiple perforations. 

2. Multiple gastric ulcers, amebic, 
acute. 

3. Multiple gastric ulcers. possibly 
due to cortisone therapy, acute. 

4. Post-operative status. total colec- 
tomy, and ileostomy. 

5. Infarction of myocardium due to 
arteriosclerotic coronary throm- 
bosis acute. 

6. Hypoxic nephrosis. 

Summary: The immediate cause of 

death in this case was an acute myo- 

cardial infarction in a compromised 
coronary system. The _ ultimate 
cause of death was the tremendous 
parasitic involvement of the colon. 
necessitating surgery in this debili- 
tated patient. This rare form of 
amebiasis will occur occasionally, 
diagnosis will rest upon considera: 
tion of the possibility and the identi- 
fication of the trophozoite or cyst of 
Endameba histolytica in the feces. 
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Physician 


The Doctor 


Speaks German 


T he problem of language barriers 
is common, especially in large hos- 
pitals or in medical centers located 
in areas populated by one or more 
foreign born groups. 

Because the average resident can- 
not devote the time required to mas- 
ter many foreign languages, ReEst- 
DENT PHysIcIAN presents this fourth 
in a series of brief guides to foreign 
phrases in the more common lan- 


guages spoken in the United States. 

Keep your “language finder” open 
in front of the patient and don’t 
worry too much about the pronunci- 
ation of words. Your patient will be 
eager to help. 

The completed series of language 
guides, including French, Spanish. 
Italian, German, Polish, and Yid- 
dish, will be bound and reprinted 
as a booklet available at cost. 


For examination of German-speaking patients. 


Basic rules of pronunciation 


In general, German words are pronounced very much like Latin words. 


a is pronounced as in ah; father 
e, as in eh; step 


i, as in sit; bib (sometimes like ee in feet; see) 


0, as in oh; low; mow 

u, as in ooh: snooze 

ei (i), as in eye 

eu (oy), as in boy 

au (ow), as in cow; town 
ie (ee), as in feet; see 
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In the following vowel combinations, the e after the vowel is to be pronounced 


very fast and slurringly except in x. 
w, as in bed 


ue, as in suit (very fast, emphasis on u) 


oe, as in turn; first 
aeu, as in boy 


The consonants are pronounced as follows: 


h, hard and gutteral 

ch, a throaty sound as & in kick 
vy, sounds as f 

r, gutteral roll (not trilled) 

w, sounds as v 


Anatomical terms 
head—der kopf 
eye(s)—das(die) auge(n) 
ear (s)—das(die) ohr(en) 
nose—die nase 
mouth—der mund 
teeth—die zaehne 
neck—das genick 
heart—das herz 
stomach—der magen 
bladder—die blase 
back—der ruecken 
arm(s)—der(die) arm(e) 


Courtesy phrases 


chest—die brust 
lungs—die lunge 
shoulders—die schultern 
tongue—die zunge 
throat—der hals 

finger 
leg(s)—das(die) bein(e) 


der finger 


feet—die fuesse 
hands—die haende 
rectum—der mastdarm 
buttock—das gesaess 
womb—die gebaermutter 


Note: Normal courtesy requires the use of the name after the title Herr (Mr.) 
Frau (Mrs.) and Fraeulein (Miss), if it is known. If the name is not known, 


the title is best left out. 
Good morning 

Good afternoon 

Good night 

Please 

Please sit down 

How are you? 

Very well, thanks 

Do you understand 

I understand (do not) 
Excuse me 

Pardon me 

Very good 

Today 

Tomorrow 

Yesterday 
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Guten Morgen 
Guten Tag 

Gute Nacht 

Bitte 

Bitte setzen Sie sich 
Wie geht as Ihnen 
Danke, sehr wohl 
Verstehen Sie 

Ich verstehe (nicht) 
Entschuldigen Sie 
Verzeihen Sie 

Sehr gut 

Heute 

Morgen 

Gestern 
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General questions 


do you feel sick 


do you have pain 
- much pain 

— mild pain 
where 
here 
when 
how many years 
how many days 
how many hours 
how many times 
where were you born 
how old are you 


Directions to patients 
do as I do 
relax 
relax more 
open your mouth 
open your eyes 
breathe deeply 
breathe through your mouth 
hold your breath 
push 
cough 
please don’t move 


Diseases—Krankheiten 

measles 

scarlet fever 

chicken pox 

small pox 

pneumonia 

typhoid fever 

enteritis 


Systemic inquiry 
Head 
trauma 
unconscious 
did you faint 
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fuehlen sie sich krank 

haben sie schmerzen 
— heftige schmerzen 
— milde schmerzen 

wo 

hier 

wann 

wie viele jahre 

wie viele tage 

wie viele stunden 

wie oft 

wo sind sie geboren 

wie alt sind sie 


machen sie mir nach 

entspannen sie 

entspannen sie mehr 

oeffnen sie den mund 

oeffnen sie die augen 

atmen sie tief 

atmen sie durch den mund 

halten sie den atem an 

druecken sie 

husten sie 
bitte, halten sie still 


masern 

scharlach 
windpocken 

echte pocken 
lungenentzuendung 
typhus 
darmkatarrh 
erkaeltung 


verletzung 
bewustlos 
waren sie ohnmaechtig 
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are you dizzy 
headache 
Eyes 

sight 

clear vision 


near 

far 

Ears 

he is deaf 

noise in the ears 

Nose 

coryza (head cold) 

did you have nosebleed 
Throat 


do you have frequent sore-throat 


Gastro-intestinal 


do you have a good appetite 
do you have a poor appetite 
are you nauseated 

were you nauseated 

do you vomit 

do you have diarrhea 

are you constipated 

did you have a B.M. today 
feces 

black 

white 

Yellow 

brown 

bloody 

do you have cramps 

after meals 

before meals 

did you take a laxative 

did you take castor oil 


Genito-urinary 


urine 

do you get up at night to 
urinate 

does it burn 

chills 


fever 


sind sie schwindlig 
kopfschmerzen 


sehkraft 
klares sehen 
kurzsichtig 
weitsichtig 


er ist taub 
geraeusche in den ohren 


schnupfen 
hatten sie nasenbluten 


haben sie oft halsschmerzen 


haben sie schlechten appetit 
haben sie guten appetit 

haben sie brechreiz 

hatten sie brechreiz 

brechen sie 

haben sie durchfall 

sind sie verstopft 

hatten sie heute stuhl 

stuhl 

schwartz 

weiss 

gelb 

braun 

blutig 

haben sie kraempfe 

nach dem essen 

vor dem essen 

haben sie ein abfuehrmittel genommen 
haben sie rizinusoel genommen 


urin 

muessen sie waehrend der nacht 
wasser lassen (urinieren) 

brennt es 


haben sie schuettelfrost 
habe sie fieber 
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In 30 minutes- 
antibacterial 
action begins 


In 24 hours-— 
turbid urine 
usually clear 


appears that Furadantin is 
one of the most effective single agents 
available at this time.”’* 


Furadantin 


BRAND OF NITROFURANTOIN 


@ specific affinity for the urinary tract produces 


IN high antibacterial concentrations in urine in 
minutes—continuing for hours 
URINARY @ hundreds of thousands of patients treated 
TRACT safely and effectively 
@ rapidly effective against a wide range of gram- 
INFECTIONS positive and gram-negative bacteria, including 
mmen 


many strains of Proteus and Pseudomonas 
species and organisms resistant to other agents 


@ excellent tolerance—nontoxic to kidneys, liver 
and blood-forming organs 


@ nocases of monilial superinfection ever reported 


it SUPPLIED: Tablets, 50 and 100 mg. bottles of 25 and 
100. Oral Suspension, 5 mg. per cc. bottle of 118 cc. 


*Breakey, R. S.; Holt, S. H., and Siegel, D.: J. Michigan M. Soc. 54:805, 1955. 


EATON LABORATORIES, Norwich, N. Y. NITROFURANS 
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Cardio-respiratory 


do you tire easily 

are you short of breath 

does your heart beat fast 

do your feet swell 

do you have pain in the chest 
—sharp pain 
—dull pain 
—when you breathe 

do you cough 

do you spit 

sputum 

bloody sputum 

have you lost weight 

does someone in your familv 
have a cough 


Obstetrics and gynecology 


at what age did you begin to 
menstruate 

how many days do you flow 

1 to 10 


do you have a discharge 

when was your last menstrual 
period 

do you have pain with your 
menstruation 

are you pregnant 

how many times have you been 
pregnant 

how many children have you had 

how much did the largest weigh 
at birth 

what was the duration of labor 

did you have trouble with the 


child’s delivery 


Pediatrics 


how are the child’s stools 
—constipated 
—diarrhea 
—how many a day 


ermueden sie leicht 

sind sie kurzatmig 

haben sie herzklopfen 

habe sie geschwollene fuesse 

habe sie schmerzen in der brust 
—scharfe schmerzen 
—dumpfe schmerzen 
—beim atmen 

husten sie 

spucken sie 

haben sie auswurf 

blutigen auswurf 

habe sie abgenommen 

hustet jemand in ihrer familie 


wie alt waren sie als sie die erste 
menstruation hatten 

wie viele tage bluten sie 

eins, zwei, drei, vier, fuenf, sechs, 
sieben, acht, neun, zehn 

haben sie einen ausfluss 

wann hatten sie ihre letzte 
menstruation 

habe sie schmerzen bei der 
menstruation 

sind sie schwanger 

wie oft waren sie schwanger 


wie viel kinder hatten sie 

wie viel hat das schwertse bei der 
geburt gewogen 

wie lange hatten sie wehen 

war es eine schwere geburt 


was fuer stuehle hat das kind 
—verstopft 
—durchfall 


—wie viele im tag 
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does the child eat well 

any vomiting 

does the face turn blue 

does the child seem tired 
does it hurt 

it won't hurt 

it will be finished in a minute 
do you want a piece of candy 
did you take the temperature 
what was the temperature 
what a big, handsome boy 
what a beautiful little girl 
baby 

good 


isst das kind gut 

bricht es 

wird es blau im gesicht 
erscheint das kind muede 

tut es weh 

es wird nicht weh tun 

es wird gleich vorueber sein 
willst du ein zuckerl 

haben sie das kind gemessen 
wie hoch war die temperature 
so ein schoener, grosser bub 
so ein schoenes maederl 
baby 

gut 


Note: When talking to an adult use the word sie for you: when talking to a 


child use the word du for you. 


How do you say “meat-free diet” in Zulu? 
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new relief 


for 


tension 


Acetazolamide Lederle 


non-toxic + non-mercurial + one tablet daily 


DIAMOX Acetazolamide has shown highly favorable 
results in the treatment of premenstrual tension. 

It mobilizes excess body fluids and produces a 
marked diuresis. Patients report increased general 
comfort and a noticeable lessening of tension. 
Simple oral dosage facilitates effective treatment: 
one tablet daily, beginning 5 to 10 days before 
menstruation, or at the onset of symptoms. 


Many other uses for DIAMOX! In cardiac edema, 
acute glaucoma, epilepsy, obesity, and the toxemias 
and edema of pregnancy. Now the most widely 
used drug of its kind. 


Scored tablets of 250 mg. Vials of 500 mg. 


Leaterte ) LEDERLE LABORATORIES DIVISION Cyanamid comranr PEARL RIVER, NEW YORK 
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Men of Bellevue 
Although it would take a book to list 


the names and accomplishments of 


Bellevue physicians, some of the more 
familiar greats in Bellevue history 
would include Dr. Valentine Mott, 


| 
| 


pioneer in surgical methods; Dr. James | 


R. Wood, bone surgery; Dr. Austin 


Flint, advances in medical diagnosis | 


and heart study; Dr. Alonzo Clark, 
medicine; Dr. William H. Van Buren, 
surgery; Dr. Fordyce Barker, obstetrics; 
and contributions to plastic surgery by 
Dr. Frank H. Hamilton. 

Famous “graduates” of Bellevue in- 
clude Dr. William C. Gorgas, who rid 
Cuba and Panama of yellow-fever; Dr. 
Jesse W. Lazear, who with Drs. Reed 
and Carroll found the method by which 
yellow fever was transmitted; Dr. Wil- 
liam S. Halsted, the first to use cocaine 
for surgical anaesthesia and the first to 
give a blood transfusion; and Dr. Frank 
Hartley, inventor of the electro-mechani- 
cal surgical saw. 

While at Bellevue, Dr. William H. 
Welch set up the first pathological Jab- 
oratory in the U.S. and Dr. Herman 
Biggs established here the first bac- 
teriological laboratory. 

Dr. Lewis A. Sayre, father of ortho- 
pedics in the U.S. attained fame at 
Bellevue as did former Civil War sur- 
geon Dr. William T. Lusk who fur- 
thered the science of obstetrics and 
raised the standards of midwifery. Dr. 
Linderman’s method of blood trans- 
fusion, devised by him while an intern 
at Bellevue. became the universally 
adopted procedure throughout medi- 
cine. Other Bellevue men revolutionized 
the treatment of typhoid, advanced the 
cure of anthrax and erysipelas, de- 
veloped basal metabolism, pioneered in 
procedures for tuberculosis care—and 
the list could go on and on. 


new... 


medically, 


DELFEN is the first contraceptive 
CREAM reported to be clinically 
effective when used alone. 


pharmaceutically, 


DELFEN is an oil-in-water emulsion— 
a cream. 


chemically, 

DELFEN Cream contains the highest 
concentration of the most potent, 
nontoxic spermicide ever discovered. 


clinically, 

results to date show DELFEN Cream 
to be highly active, very esthetic 
and nonirritating. 
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Resident 
Roundtable 


Would residents benefit by having a tour of 
general practice before or after taking resi- 
dency training? Some say yes; some say no. 
Others say it’s a good idea . . . in theory, 
not in practice. 


| aor Roundtable is a transcript of a recorded panel discus- 
sion among five residents and specialists, each from a different 
hospital. This and succeeding Roundtable articles represent the 
ideas, comment and opinion developed by the panel in response 
to questions raised by the moderator. 

Actual names of those attending the Resident Roundtable are 
not used. You are invited to contribute to these Roundtables 
through your Letters to the Editor. 


MODERATOR: I'd like to get some of your ideas concern- 
ing the question of taking a period of general practice 
prior to taking a residency. Dr. Warren, do you want to 
start it off? 


DR. WARREN: I think taking a period of general practice would 
be a good thing for almost any physician. That is, in theory. 
However, as a practical thing I can see one important disad- 
vantage. Cost. Both time and money. 

On the other hand, there is one major advantage: it would 
permit a wider background of experience from which to choose 
a specialty; perhaps the choice would frequently be no specialty 
at all but rather continue on in general practice. 


DR. KAY: I think it’s important to the best practice of a specialty 
that a good general knowledge of medicine be acquired. I think 


even for a residency you realize just how important this is. 
—> 
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Primarily a daytime sedative. 


mild, prolonged type 


pediatrics ... to control 
restlessness and irritability . . . 
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MODERATOR: Do you think the year of rotating intern- 
ship which most men have is equivalent to GP time—or 
don’t you think that answers the purpose? 


DR. KAY: I’m not sure that the internship solves the purpose, 
no, and I’m not sure that a year in general practice would either. 
But I do believe a general practice would help. 


MODERATOR: Now, may I ask you why you did not take a 
period of general practice? 


DR. KAY: I didn’t do it because of my age for one thing — and 
because if I got into general practice, I’m not sure I would come 
back to training for a specialty. Not because of lack of interest 
but simply inertia. 


MODERATOR: The problems of making a living and hav- 
ing a home would have been too much? 


DR. KAY: I think they would have. 
MODERATOR: What about you Dr. Warren? 


DR. WARREN: I never thought about it very much because no- 
body ever did. Every- 
body just finished their 
rotating internship and 
just went into a special- 
ty. 


MODERATOR: I sup- 
pose you didn’t ap- 
preciate the value or 
even need of such a 
thing then? 


DR. WARREN: That’s 
right. 


DR. KAY: I didn’t 
either. Now that I am 
in pediatrics I wish I 
had taken a year in 
general practice because 
there are always those 
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rheumatoid 
arthritis 
continuing benefits 


for successful corticosteroid therapy 


METICORTELONE 


(PREDNISOLONE) 


+ therapy usually undisturbed by sodium retention, 
edema, weight gain 


+ excellent relief of arthritic pain, swelling, 
tenderness 


* Spares patients salt-poor diets 
- up to 5 times as potent as hydrocortisone 


Available as 1, 2.5, and 5 mg. tablets; 2.5 and 5 mg. capsules 
METICORTELONE,”* brand of prednisolone. *T.M. 
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This month’s panel— 


MODERATOR: After graduating from a western medical school, 
he served a four year residency in surgery in a Government hospi- 
tal in Washington, D. C. He has been in practice for several years. 


DR. WARREN: A graduate of New York City medical college 
in 1949, interned and completed a three year residency in internal 
medicine at a voluntary teaching hospital in Brooklyn, N. Y. He 
has recently opened a private practice in his specialty. 


DR. KAY: A Canadian-born woman graduate of a Canadian 
medical school; internship also served in Canada at a university 
hospital. Dr. Kay has had one year of a pediatric residency in 
a municipal hospital in the United States and is now in her second 
year at a voluntary suburban hospital. 


DR. GERDAH: A native of Egypt, he graduated from medical 
school and interned for one year in Cairo, Egypt. He is currently 
a second-year resident in general surgery at a private hospital in 
New York State. 


DR. GARCIA: Born in the Philippine Islands, Dr. Garcia came 
to the United States for his internship. He is currently a resident 
in ENT at a municipal hospital. 
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times when we are called upon to treat an adult patient, or see 
an adult patient. And they have medical problems which are not 
pediatric problems. And sometimes you just feel at a loss. And 
I had a fairly good internship. 


MODERATOR: Well, with that feeling, what do you think 
about your choice of specialty? 


DR. KAY: I think it turned out to be a wise choice but at the 
time it was sort of a guess. I had quite a bit of pediatrics in my 
rotating internship. But in each service I went through I made up 
my mind that this was going to be the specialty I was going into 
obstetrics, surgery, whatever . . . in other words, I don’t think 
in your internship you really know just exactly what you want 
to do. You’re more or less feeling around getting many impressions 
and making and breaking many decisions within your own mind. 


DR. GERDAH: I agree that a general practice residency would 
give an experience which would not be duplicated in any other 
way. I don’t question that this experience would be most valuable 
to any specialist. However, I wonder about the practicability 
of accomplishing this. Obviously if a man went into general prac- 
tice, it would take him some time to establish any volume at all. 
Not only would the first year be a losing proposition, considering 
his investment, but it would also fail to provide him with the 
volume and breadth of experience he started out to get. 


MODERATOR: What about the possibility of changing the 
last year of medical school to include six months clinical 
clerkship and six months rotating internship prior to the 
granting of the degree. Then, abandoning the intern year, 
substituting in its stead a required year devoted to a 
mixed residency training. 


DR. KAY: I think it’s a wonderful idea so long as the mixed 
residency is under a full-time teaching set up. That is, formal 
and required lectures and conferences in the major services 
covering the broad aspects of general practice. Also, this mixed 
residency year should, I think, be treated with respect and co- 
operation by each of the services. That is, the resident should be 
given authority in each service through which he rotates. 


DR. GARCIA: In effect you are suggesting that the resident 
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become a hospital general practitioner whose duties would be as 
an assistant resident in each service through which he was rotated. 


MODERATOR: Yes. 
DR. GERDAH: I think that’s it exactly. Actually, the GP resi- 


dency is already in existence — and growing in importance. If \ 


the boards would allow or require a year as GP resident, that 
would answer the problem, wouldn’t it? 


MODERATOR: Consider for one moment another aspect of A 
the general practice experience question. We have cov- 
ered the possibilities prior to residency. How about after 
the residency? 


DR. KAY: Well most boards now require that you have one or 
two years specialty experience after your residency before being 
eligible for a board certificate. 


MODERATOR: Yes, but is there an alternative? B 
Z DR. WARREN: Well, let’s go back a number of years. It used 


to be the custom in the days when nearly all physicians began 
as general practitioners, that those who eventually became special- 
ists did so by gradually limiting their practice to a certain branch 
of medical science. 


DR. GARCIA: On the surface this would appear to be a good 
arrangement, Dr. Warren. I think it would be fine from the stand- 


point of early financial progress in medicine as well as from the — 
point of view of broader experience. However, there are two need f 
drawbacks. One, the type of specialty equipment needed for a for a 
specialty practice and its limited use in a general practice. Sec- oral p 
ondly, there is a question of going stale in your specialty while Gas 
building the general practice. affect 
lin’ is ; 
DR. WARREN: I think there’s another problem involved here. tee 
Once you start specialty training, you begin to realize how much G ma 
you don’t know in your own field. I can imagine my own reluctance acids, 
to undertake a general practice in which I would be called upon V-Cill 
to do a number of perhaps complicated techniques week in and mn oral 
week out. In other words, with my respect for specialty training, 180 
I would probably keep referring practically everything except mg 

coryza cases and first aid. At this rate, I wouldn’t last long. 
ELI L 
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‘V-Cillin’ was developed by the Lilly 
Research Laboratories to fulfill the 
need for an acid-resistant penicillin— 
fora more dependable and effective 
oral penicillin. 

Gastric acidity does not significantly 
affect the potency of ‘V-Cillin’ (‘V-Cil- 
lin’ is an acid). In contrast, 50 percent 
of the potency of potassium penicillin 
G may be destroyed by gastric 
acids, in ten to thirty minutes. Thus, 
V-Cillin’ eliminates a major variable 
in oral penicillin therapy, produces 50 
to 100 percent higher blood levels, and 
makes the oral use of penicillin much 
more feasible. 
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V-CILLIN 


(PENICILLIN V, LILLY) 


In the duodenum, absorption of 
‘V-Cillin’ begins immediately. 


DOSAGE: 125 or 250 mg. t.i.d. May be 
administered without regard 
to mealtimes. 

SUPPLIED: As attractive green-and-gray 


pulvules of 125 mg. (200,000 
units), in bottles of 50. Also, 
pediatric suspension provid- 
ing 125 mg. per 5-cc. tea- 
spoonful, in bottles of 80 cc. 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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DR. KAY: Well, no 

one knows all there is N TE 
to know about medi- 
cine, nor is anyone ex- 
pected to. 


DR. WARREN: Per- 
haps not. I couldn’t 
convince myself that I 
could do a thorough 
specialty type job on 
all segments of medi- 
cine which confront 
the general practition- 
ers and I personally 
wouldn’t settle for less. 


MODERATOR: 
There is one other 
phase of this ques- 
tion which I think 
we should consider. That’s the military time which 
most residents have had or will have before going into [ 
practice. Of what value is this in providing general prac- 
tice experience? 


te 

DR. KAY: Well, that leaves me out — I probably won't have to re 

serve. Being female has its advantages, you see. 4 

i DR. WARREN: I served as an Air Force medical officer. The T 
Air Force encourages specialization. With one year of specialty be 

training prior to entrance into the service you get a rating as a a 

specialist. This almost guarantees that your assignment will be ie 


in your specialty. Therefore, you will probably get very little 
of what might be called general practice experience. 

Of course, no matter what your specialty, you will probably f 
get some time handling general sick call, although not much 
in comparison to your specialty work. But, even here, you find 


consultations not only available but free — and in this respect - 

your “general practice” becomes somewhat artificial as far as Sr 

duplicating what you might find in a civilian general practice. f 

MODERATOR: What of those physicians who enter serv- #T. 
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Physiciat 


‘Dexedrine’ 


in obesity or depression 


can be used with assurance 


in many 
hypertensive 


patients 


Dr. Ella Roberts, reporting in Am. Pract. & Dig. Treat. (5:606), states 
that she administered ‘Dexedrine’ to 76 patients suffering from hyper- 
tension complicated by obesity or depression. Frequent blood pressurs 
readings were made. 


At the end of a 2-year study, she concluded: 


‘Dexedrine’ “...is not contraindicated in patients suffering from 
benign hypertension. [“Dexedrine’] does not bring about a significant 
or sustained rise in blood pressure when the dose is kept within the 
normal clinical range (5 to 20 mg. daily).” 


Dexedrine’ Sulfate 


Tablets + Elixir + Spansulet capsules 
made only by 


Smith, Kline & French Laboratories, Philadelphia 
first 4 in sustained rele sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. Patent Applied For, 
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ice from their internship and have not yet had specialty 
training? 


DR. WARREN: Well, this is a bit different. Generally speaking, 
the intern will find the major part of his time spent in dispensary 
work or sick call duty. However, many are offered an opportunity 
for training as flight surgeons, preventive medicine officers, and 
more recently, psychiatrists. This is usually accomplished through 
special schools. Upon completion of this specialty training, they 
are given specialty ratings. 


MODERATOR: In other words, any long tenure of general 
practice just doesn’t exist? 


DR. WARREN: No, I didn’t mean to make this an all-inclusive 
statement. There are general practitioners who come into the 
service and stay on as GPs. There are also interns who prefer 
not to take specialty training when offered. So actually. it is 
almost an elective proposition. You can decide for yourself what 
you'd rather do. . 
DR. GARCIA: Though I have no way of knowing. I would guess 
that the civilian general practitioner is more of a family physician. 
that is. much closer to his patients and with a better knowledge 
of their all around medical, psychological and social background. 
Is this true? 


DR. WARREN: Yes, I believe so. 


MODERATOR: Would you think the same qualities would 
be absent from the Army and Navy GP programs? 


DR. WARREN: Well, here I can’t speak from first hand knowl- 
edge — but I would presume the conditions are somewhat similar 
because of the nature of a military organization. 


DR. GERDAH: Do you think, however, that this service ex- 
perience is valuable as a pre-residency experience? 

DR. WARREN: Absolutely. I think it gives the soon-to-be-a- 
resident a good deal of valuable experience in handling a wide 
variety of patients and offering a continuous follow-up control to 
observe the effect of his treatment. 


MODERATOR: I think we’d better break off here. Thank 
you for your cooperation. 
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** IN URINARY DISTRESS Pyridium 


(Brand of Phenylazo-diamino-pyridine HC) 


provides gratifying relief in a matter of minutes 


For more than twenty-five years, PyripiuM 
has been employed to provide rapid pain 
relief for the patient suffering from pyelone- 
phritis, cystitis, urethritis or prostatitis. In a 
matter of minutes, long before antibiotics, 
sulfonamides or other antibacterial measures 
can take effect, this nontoxic and widely-used 
urinary analgesic overcomes dysuria, fre- 
quency, urgency, nocturia or tenesmus. At 
the same time, Pyripium imparts an orange- 
red color to the urine which gives the patient 
psychological assurance that Pyripium is at 


work. Used alone or in combination, versa- 
tile Pyripium may be readily adjusted to the 
need of a specific patient. 
SUPPLIED: In 0.1 Gm. (1'% gr.) tablets in vials of 
12 and bottles of 50, 500, and 1,000. 
Pyripws is the registered trade-mark of Nepera Chemical 
Co., Inc., for its brand of phenylazo-diamino-pyridine HCI 
Sharp & Dohme, Division of Merck & Co., Inc., sole dis 
tributor in the United States. 
SHARP & DOHME 
Philadelphia 1, Pa. 
Division of Merck & Co., Inc. 
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Locating Your 


Practice 


S. you've about decided where 
you'd like to begin practice in your 
specialty. At least you’re narrowed 
the field down to a few possibilities. 
Now you'd like to get some facts 
to help you pick the area . . . and 
get going in a practice of your own. 

You've been studying population 
trends, statistics on climate, and 
other data concerning the area or 
areas under consideration. And let’s 
assume you've about centered your 
desires on one particular section of 
the country. 

Perhaps you’ve been there once. 
Or maybe you have heard all about 
it from friends. In any event you 
know it is a growing area with a 
great many people and lots of miles 
of territory. And here, somewhere, 
is where you want to hang out your 
shingle. 

First, make a list of questions— 
everything you can think of you'd 
like to know. There are two big 
ones you'll want answered: 
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With a pen, stationery and stamps, 
you can do-it-yourself ... now, 


This is the second of two articles 
on how the resident can organize 


his search for a specialty practice 
location. 


1. Can you get a license? 

2. Will you be able to build a 
successful practice there? (What 
kind of competition will you meet?) 


Letters 


Now comes a session of letter-writ- 
ing. You'll want all the general and 
specific information you can get be- 
fore starting out for a look-see. And, 
if you expect to begin practice in 
six months to a year, you've got 
just about enough time to get the 
spadework done. 

Remember, you'll never regret 
the hours spent now on _ letters 
which will reward you many times 
over in valuable information and 
contacts. 
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Licensure 


Be sure to check license require- 
ments of the state in which you plan 
to locate. If you are willing to take 
another examination then the field 
is wide open. But if you want to get 
in by endorsement or reciprocity, 
or if you are foreign graduate, you 
may run into complications. Write: 
Secretary, State Board of Medical 
Ask him for specific 
requirements in the state. Be cer- 
tain you can meet them before you 
get in too deep. 


Examiners. 


The facts 
Next, get a letter off to the state 
chamber of commerce. Simply ad- 


City... 


dress the “Executive Secretary” of 
the group, care of the capital cit) 
of the state. Give your name, profes 
sion, and the fact that you intend tw 
establish a practice somewhere in 
the state. Ask simply for some back- 
ground information of a descriptive 
and statistical nature 
the state and its population. 

You will receive booklets, fact 
on climate, income levels, industry 
schools, health religious 
breakdown, areas, and 
probably the address of the stat 
medical society. 

Follow this up with a letter W 
the local chamber of 
nearest the specific area in 


concerning 


facilities, 
vacation 


commerce 
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Town 


Suburb... 


you are interested. They will send 
you more detailed information, pos- 
sibly even a personal note from the 
executive secretary offering cooper- 
ation. 

You will learn of housing condi- 
tions, industry, local taxes, schools. 
and medical facilities. Be frank in 
your inquiry—state clearly you are 
looking for a practice opportunity. 


Societies and schools 

Next, write the state and county 
medical societies. Ask about oppor- 
tunities. 

Generally speaking. medical so- 
cieties are anxious to provide you 
with accurate. helpful information 


... Rural 


on your future in medicine in their 
areas. Helping the young physician 
get the facts is part of the societies’ 
job. Suggestions and even possible 
openings will be sent to you by the 
societies. 

A letter to the registrar of your 
medical school might help. Ask for 
the names, addresses, and special- 
ties of some recent graduates prac- 
ticing in or near the area you've 
chosen. Be sure to give your name. 
address, and your graduating class. 
Most often, medical schools cooper- 
ate in filling requests of this kind. 
If your school puts out an alumni 
bulletin, write to the editor. 

From 


received, note 


the names 
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their class years. Send letters to a 
few young men who will: 1. Appre- 
ciate and understand your prob- 
lem; 2. Give you good, constructive 
advice. Here’s another good bet: 
Your favorite professor or attend- 
ing may have a friend practicing in 
the community. Get a note of intro- 
duction and send a brief letter ex- 
plaining your request for informa- 
tion. 

Above all, don’t be afraid to in- 
vest in stamps. No matter how many 
letters you write, each person you 
write will have only one letter from 
you. 

Most practicing physicians will 
cooperate, even extend themselves 
to assist a young physician just 
starting out. Though they may not 
be able to give you much help, the 
correspondence, brief as it is, will 
serve as an introduction. If and 
when you pay the community a visit, 
this intro will become important. 
Suggestion: Be sure your letters 
are brief, to the point, and neat- 
appearing. This way, your first im- 
pression upon everyone you write 
will be a good one. 


If you are a member of a national 
fraternity or lodge. write to get the 
names and addresses of a few non- 
doctor members living in your cho- 
sen location. Keep your letters short 
and friendly; you'll be pleasantly 
surprised at the cooperation you 
will receive. Also check the Direc- 
tory of Medical Specialists for doc- 
tors in your planned location. Write 
to them. 
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Hospital affiliation 

Hospital affiliation is important. In 
most specialties a hospital appoint- 
ment is almost a must for an ac- 
ceptable practice. Here again, your 
former professors or attendings may 
be of help to you with personal 
letters of introduction to the super- 
intendent, chief of service or board 
members at your local hospital. 

Your most important letter of in- 
troduction will come from your pres. 
ent chief of service. If you haven’t 
his recommendation (in writing), 
you'd better have a good reason for 
not having it. Every hospital will 
wonder why. 

If you are unable to make con- 
tact in this manner, write directly 
to the chief of your specialty in 
care of the hospital. Incidentally. 
most chiefs of service are successful 
physicians; they usually have no 
competitive ax to grind. They are 
not afraid of a “new doctor” up 
setting their own practices and will 
probably give you a straight answer 
as to the advisability of practice in 
the area. At the same time, you 
may get a clue concerning you 
chances for securing a_ hospital 
appointment. 


A visit 

No amount of correspondence cat 
take the place of a personal visit 
Eventually you will make a trip t 
look things over and talk to mani 
of those whom you've previousl 
contacted by mail. 
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the only broad spectrum 
antibiotic preparation that... 


1 provides the antimicrobial 
activity of tetracycline 


Because it contains Steclin (Squibb Tetracycline), 
the well tolerated broad spectrum antibiotic, 
MYSTECLIN is an effective therapeutic agent for 
many common infections. Most pathogenic 
bacteria, as well as certain large viruses, certain 
Rickettsiae, and certain protozoans, are 
susceptible to Mysteclin. 


2 protects the patient against 
monilial superinfection 


Because it contains Mycostatin (Squibb Nystatin), 
the first safe antifungal antibiotic, MYSTECLIN 

acts to prevent monilial overgrowth frequently 
observed during broad spectrum antibiotic therapy. 
Manifestations of this overgrowth may include some 
of the diarrhea and anal pruritus associated with 
antibiotic therapy, as well as vaginal moniliasis 
and thrush. On occasion, serious and even fatal 
infections caused by monilia may occur. 


Niyvsteclin 


STECLIN-MYCOSTATIN 
(Squibb Tetracyciine-Nystatin) 


Each MYSTECLIN Capsule contains 250 mg. Steclin (Squibb Tetracycline) 
Hydrochloride and 250,000 units Mycostatin (Squibb Nystatin). 
Minimum adult dose: 1 capsule q.i.d. Supply: Bottles of 12 and 100. 


“STECLIN’ AND “MYCOSTATIN’® ARE SQUIBB TRADEMARKS 
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Many residents, while in the 
armed forces, used their week-ends 
to explore nearby areas with a view 
to a future civilian practice in mind. 
Some settled down by invitation of 
local physicians and success- 
fully practicing today. 

If you are really planning ahead, 
start thinking about the possibility 
of a vacation job in your chosen 
area. There is no better way to 
evaluate a location from all points 
of view than to actually spend some 
time living there. 

Or, if you want to do more than 
window-shop, a temporary position 
can sometimes be located through 
the classified ads in the medical 
journals. You may be able to get 
in with a group practice, or with 
a busy practitioner for a while, or 
perhaps get a locum tenen. 


DR. FITC K 
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different because ETHICON Surgical Gut is COLLAGEN- 
PURE. ETHICON is the only manufacturer who processes sutures 
from sheep intestine to finished strand. Only ETHICON kas exclu- 
sive CP process to assure higher tensile strength and minimal 
tissue reaction. 


ETHICON 
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Another good source of leads of 
all kinds is through one of the rec- 
ognized physician’s placement agen- 
cies. 

A note of caution: Don’t sign any 
contract in your temporary job that 
would obligate you not to open your 
own practice in the immediate area 
for a specific period of time. This 
would cancel out the benefit and 
purpose of your temporary job. 


Ask the doctor 


Once you are in the area, visit the 
physicians you've contacted by mail. 

When phoning a physician to 
make an appointment for a discus- 
sion of your plans, remember to 
call him at home and not during 
office hours. If his wife answers, be 
brief and polite. Tell her who you 
are and that you are calling to 
arrange an appointment to talk over 
the possibility of a practice in the 
area. Ask her when would be a 


good time to call again. Ordinarily, 
she will have her husband tele- 
phone you when he returns. When 
he calls, he will either invite you 
over, or a time and place for a 
meeting will be agreed upon. 

You will, of course, appear at the 
appointed place on time. You'll be 
neat and in a listening mood. He 
will be cordial and helpful. Let him 
do the most of the talking. You 
can start by relating your personal 
and background, in 
capsule form. No boasting. Just the 
facts. You’d be smart to leave with 
him a neatly typed 4x5 card with 
this information. He can then refer 
to it in his leisure and it might 


professional 


prompt him to make a few calls on 
his own to help you out. 

Whatever you do, don’t stay too 
long. You be the one to make a 
move to end the conversation on a 
pleasant note. One thing you might 
be ready for: 
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more than 
42,000,000 doses of 
ACTH have been given 


The Armour 
purified 
hormone 


Unsurpassed in safety and efficacy 
In a series of patients treated continuously with Armour ACTH for 
at least 54% years'... 


e Each responded with a maintained increase in 
; cortical function 


@ Major and minor surgical and obstetrical proce- 
dures caused no incidents 


e Sudden discontinuance of ACTH did not provoke 
a crisis 


...and HP*ACTHAR Gel should be used 
routinely to minimize adrenal suppression and 
atrophy in patients treated with prednisone, 
prednisolone, hydrocortisone and cortisone. 


HP ACTHAR Gl is the most widely used ACTH preparation 


*Highly purified 


1. Wolfson, W. Q.: Mississippi Valley M. J. 77: 66, 1955. 


A- THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 
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He might suggest you contact the 
medical society and will probably 
give you the name of its head. Write 
this down, not because you couldn’t 
easily find this out on your own, but 
because the doctor will be flattered 
and will think better of you for 
taking very seriously what he has 
to tell you. Remember, the impres- 
sion you make is extremely im- 
portant. And what the doctor has 
to say to you is not half so signifi- 
cant as the fact that he is taking 
the time to say it. 

He will probably ask you what it 
was that made you pick this par- 
ticular area. Make it good, but 
brief. In a minute, he'll be telling 
you what a wonderful area it is— 
and this is just what you want to 
hear. 

Don’t give any physician the idea 
you’re looking for (1) money, (2) 
sponsorship, (3) a chance to assist 
him in his practice, or (4) a place 
to stay while in his town. Be pre- 
pared to decline this help because 
ut may be offered without your ask- 
ing. 


Medical society 

After seeing other doctors (let each 
vne know whom you have seen pre- 
viously), get in touch with the med- 
ical society. 

Here, state your problem fully. 
The advice you get will be good. 
The society’s opinion of you is im- 
portant to your early success. Re- 
member, you will be working in 
their fraternity. If the society and 
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the doctors happen to think there 
are no openings in the area suff- 
cient to support your specialty, you 
may or may not accept the fact. 
But, don’t let them get away. Ask 
them for other suggestions. 

Keep in mind that the society's 
advice is generally accurate. If they 
feel that there is no room, yet en- 
courage you to try it anyhow, then 
it is up to you. The fact that they 
encourage you is the biggest boost 
you can expect to get. 

Incidentally, many state and 
county medical societies keep a 
record of openings and opportuni- 
Often 
these may be “cold”—that is, not 
up to date and frequently filled by 


ties in their communities. 
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In 1921 Charles H. 
Best, then a second 
year medical student, won the 
toss, and with it the opportunity 
of serving as Frederick Banting’s 
assistant in the experiment which 
led to the extraction of insulin 


from dog pancreas. 


Little was expected from the 
young orthopedic surgeon and his 
student assistant, and they were 
given permission to use the physi- 
ology laboratory in the University 
of Toronto for only eight weeks. 
What could they hope to accom- 
plish—in ligating the pancreatic 
ducts of dogs and extracting the 
residue six weeks later—when the 
best trained physiologists had not 
succeeded in proving that the pan- 


creas had an internal secretion? 


Banting and Best's success in ob- 


taining active extracts from the 
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...@ new scientific 


team was born 


pancreas was the first in a long 
chain of therapeutic advances in 
the treatment of diabetes melli- 
tus. Though insulin was a life- 
saving discovery, the inconven- 
ience of multiple daily injections 
made it necessary to search fur- 
ther for means of prolonging its 
action. The combination of insu- 
lin with protamine and zinc in- 
creased the duration of effect, but 
also increased the time lag be- 
tween injection and onset of 
effect. To eliminate the need for 
mixing the long- and short-acting 
insulin preparations just before 
injection, it was necessary to de- 
velop a form whose duration of 
action was intermediate. Globin 
Insulin, developed by Reiner, 
Searle and Lang in The Well- 
come Research Laboratories, is 
such a product—one which, by a 


single daily injection, can control 


most diabetic patients. 


GLOBIN INSULIN ‘B. W. & CO.” 
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the time you even hear of them. 
But often you will find a valuable 
source of leads from the more ac- 
tive groups. 

One final thought: Don’t overlook 
the religious leaders of your faith. 
They will definitely be able to help 
you and give you advice which you 
couldn’t get anywhere else. Also, 
they will introduce you around to 
those who can steer you right, can 
help you find a good office location. 

So, get started on the letter writ- 
ing—and once they’re all mailed 
out, sit back and relax. Though no 
practice will fall in your lap, you 
have started the ball rolling. It 
won't be long, now. 
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Many excellent opportunities for 
specialty practice available 
through recognized professional 
placement services which operate 
on a fee basis. In a coming article 
ResiweNtT Puysician will describe 
these services, and explain what 
they can do to help you locate. If 
you write to them directly, list those 
areas in which you are most inter- 
ested, the type of practice you hope 
to engage in, particulars of your 
background and training, and when 
you expect to be available. They 
will contact you by mail with infor- 
mation as to how you can best util- 
ize their services and what it will 
cost. 
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Today’s Best Treatments 


in a single handy volume 


1956 CURRENT THERAPY 


By 279 American Authorities, selected by a Board of Con- 
sultants. Edited by Howarp F. Conn, M.D. 632 pages, 
8” x 11”. $11.00. New! 


You can have the surest, most 106 New Treatments... 


effective treatments known to 


Here are just a few: 


medical science today within 
Meticorten in Rheumatoid 


easy reach with this new book 


—1956 Current Therapy. 

This handy reference provides New Hypertensive Drugs 
therapy for every disease you in Hypertension 

are likely to encounter. Each 

treatment, complete and_to- Thorazine in Alcoholism 
the-point, is written by an au- : 
thority who is using it today. Devegan and Alkalol in 


106 of the treatments are brand Vaginal Infection 


new this year. 


Tranquilizing Agents 
The complete index, helpful in Dolictom 


roster of drugs and a concise 


table of poisons offer addi- Prednisone and Prednisolone 
tional aid. in Bronchial Asthma 


W. B. SAUNDERS COMPANY 7 
West Washington Square, Philadelphia 5 


; Send me 1956 Current Therapy $11.00 
: C) Charge my account [] Easy Payment Plan 
| Mew ...... 
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Fourth of a series 
on various specialties 


Equipping the 


Ophthalmology Office 


Tin. arrangement is particularly 
important to the ophthalmologist. 
“In setting up an eye office, the first 
thing the prospective eye man should 
do is to decide on the number of 
rooms and their layout.” reports one 
respondent. 

First consideration, say the eye 
specialists, should be in establishing 
a 20-foot examining distance, the 
basic testing distance for the fitting 
of glasses and testing visual acuity. 
This actually means a floor dimen- 
sion something in excess of 20 feet: 
and locating such a room is in itself 
no small problem. (Some respond- 
ents mentioned modifications which 
permit the use of a less than 20- 
foot examining distance. “But these,” 
according to one, “usually lend con- 
fusion to an examination where re- 
laxation of the patient is impor- 
tant.” ) 

Other rooms will include a wait- 
ing room, reception room, examining 
room and perhaps a dark room where 
many of your basic examinations 
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can be made. However. some oph- 
thalmologists note that if a large 
amount of space is not available, the 
latter three rooms can be combined 
into a single room. 

If a separate dark room is de- 
cided upon, it should be painted in 
dark gray or black. 

“Only a few simple wall lights or 
a dim ceiling light should be in- 
stalled; many eye examinations are 
purposely accomplished without 
external illumination, using only 
the illumination with which the va- 
rious instruments themselves are 
equipped,” reports one eye man. 
The majority mentioned this point. 
One said he had installed a varia- 
ble lighting switch-rheostat control 
by which “any degree of light can 
be obtained.” 


Furniture 

Eye men agreed the reception room 
should be simply furnished, “with- 
out too many embellishments”; and 
it should be free of shiny, light- 
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Histacount is the trade mark of Professional Printing Company, Inc. 
—America’s largest printers for Doctors exclusively. 


Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 


Histacount means your satisfaction or money back—no questions. 
Free samples and catalogue on request. 


WHEN YOU ARE READY TO ENTER PRACTICE, 
ASK ABOUT OUR FREE BOOKKEEPING SYSTEM OFFER. 


PROFESSIONAL PRINTING COMPANY, unc. 
NEW HYDE PARK, NEW YORK 
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What equipment is needed by the ophthalmologist who is completing the 
his residency and preparing to open an office? yo 
RESIDENT PHYSICIAN recently put this question before a =e 
number of practicing eye men. Cautioned to keep in mind that cost sta 
was an important factor for the new man starting out, many be 
responding ophthalmologists described some of the costly mistakes om 
they had made when equipping their own offices. 
Based on their experiences, this article is presented as a general thi 
: guide for those residents who will soon be equipping their own ab 
f offices for the practice of ophthalmology. mi 
Though such things as decor, style and layout of an office are ca 
best decided by each physician (or his wife), the resident would be let 
wise to visit an office equipment firm since many offer a free sh 
consulting and advisory service. Some will even furnish your entire ity 
office on the cuff—and at reasonable bank rates. be 
ju 
ca 
B. 
reflecting surfaces, “discomforting coarse-textured plastic, leather, and T 
to a patient coming in for an eye upholstered furniture would fill the 
7 examination.” bill. These pieces of furniture, de- % 
. Office furniture recommendations pending on the materials used. range 
- touched upon most of the usual between $15 and $70 each. 
types seen in the average medical 
or surgical office. “Probably, con- First consideration 
servative wooden type furniture is The eye man acquires on his own, 
best because it is more dignified in in his very first days of interest in 
si appearance,” said one. “Less brassy his specialty, an ophthalmoscope 
looking than the average metallic ($50) and a retinascope ($40). 
furniture and also not so glary.” Usually, he has a binocular eyeloop 
This “glare” business is impor- (either a head type or one that 
tant to the eye man. Said one: fastens on his glasses or behind his 
g “Glare is strictly to be avoided. It ears) and one or more pocket lights. 
% interferes with the examination and Thus, first consideration should be 
is distracting and annoying to the directed towards the purchase of c 
patient undergoing the examination.” the bulkier type of specialized office t 
However, even though the pur- equipment. f 
chase of office furniture should be I 
directed towards “simple, tasteful, New equipment 
subdued and non-glary” pieces, Should the prospective eye man 
many ophthalmologists indicated that purchase new or used equipment? 
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The majority of respondents stated 
that if you can possibly swing it, 
you should purchase only new equip- 
ment. “Eye equipment,” one doctor 
stated. “if handled with care, can 


be made to last a lifetime.” Said 
another: “You never can be certain 
that used equipment will be service- 
able. And since all eye examinations 
must be carried out with meticulous 
care. only that equipment which 
lends itself to producing perfection 
should be purchased.” Of the minor- 
ity. most agreed new equipment was 
better; “. . . but 
just don’t have an alternative be- 


sometimes you 


cause of cost.” 


Basic 
The first pieces the eye man usually 
considers are the specialized eye 


chair, the trial lens set, lens cabinet. 
testing charts, and the trial-frame 
for mounting testing lenses on the 
patient. 

In addition to these, a number of 
items of equipment are essential to 
the refraction examination. 
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Refractors 


Most eye men use the lens set with 
a multitude of individual, vari-sized 
lenses, prisms, and special lenses. 


are available 


refractors 
with lenses which can be 
into place before the patient’s eyes. 
While these are “compact and very 
convenient,” according to some eye 
men, others hold them to be “ex- 


However, 
swung 


pensive and bulky.” Before pur- 
chasing, the prospective eye man 
should be certain, say many re- 
spondents, that sufficient office space 
is available for a refractor. Refrac- 
tors with mounted lenses can be 
bought from $800 to $1000. 

Eye testing charts are available 
in the form of cards, illuminated 
boxes, and as slides projected on a 
screen. The latter is “excellent” 
according to the majority of oph- 
thalmologists responding, “from the 
point of view of convenience and 
maneuverability.” 

The reading test charts, especially 
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calibrated for the near distances, can 
be purchased or can usually be ob- 
tained gratis from the optical equip- 
ment manufacturer or retailer. 

Trial frames (around $65) come 
in a variety of forms (and prices). 
During his residency the eye man 
has a chance to use many types and 
may be able to get an idea of which 
suits him best. 


Lens racks 
Lens racks are convenient acces- 
sories for determining quickly a 
rough estimate of the refractive 
error. These racks hold a graduated 
series of lenses in the minus and 
plus strengths with which the basic 
refraction can be quickly assessed 
before going on to further refine- 
ment. These can be purchased for 
about $20. In addition a set of cross 
cylinders will speed and abet the 
accuracy of the examination. 

Testing color vis- 
ion. although done 
by many methods, 
can be accomplished 
by the pseudo-iso- 
chromatic charts. 
These charts can be 
purchased from a 
number of sources. 
Prices vary from $12 
to $20. 


Slit lamp 

Three other pieces of 
office equipment are 
considered _ basically 
essential to the eye 
practitioner. These 
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are the slit lamp (cost from $450 to 
more than $1000), the lensometer 
($350 - $500), and the perimeter 
($250 - $300). Incidentally. these 
and other optical pieces are available 
in both U.S. and foreign manufac. 
ture. When dealing in foreign made 
equipment, reliability of the manuv- 
facturer and availability of service 
and parts are especially important 
factors, according to the panel. 


Orthoptic 

Other instruments available to the 
ophthalmologist, and employed by 
many in their practices, come under 
the heading of orthoptic instru- 
ments; used in the study and train- 
ing of eye deviations due to defects. 
weaknesses, or other involvements of 
the extra-ocular muscles. This equip- 
ment usually requires a_ full-time 
assistant, an orthoptic technician. 
Or the eye man must set aside a 
large portion of his own time for 
using these instruments. However, 
in the beginning practice. chiefly 
because of “time plus the added 
cost of trained assistants,” accord- 
ing to respondents, the purchase of 
orthopic instruments seldom proves 


to be “a good early investment.” 
Yet, most ophthalmologists agree 
that some simple orthoptic instru- 
ments, such as a stereoscope ($10). 
a set of cards, do have ready use. 
“The eye man can use these for 
quick evaluation of muscle deviation 
and as an instrument of instruction 
to the parent whose child has a low 
grade muscle error.” Incidentally, 
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Maintenance of capillary status 
js an important consideration in 
integrated management of most 
hospitalized patients. HESPER-C 
isa means for reversing capillary 
fragility, important for retarda- 
tion of progression in many dis- 
ease states.1 Such reversal will 
increase the spread between dis- 
ease, disability and disaster. 

To assure the most favorable 
prognosis in any therapeutic re- 
gime for the hospitalized patient, 
HESPER-C should be considered 
asa basic adjuvant to treatment. 


HESPER-G wit mate 


the difference in management of 
these hospitalized patients: hyper- 
tensive, diabetic, cardiovascular, 
asthmatic, allergic, urinary infec- 
tion, upper respiratory infection, 
liver disease, epistaxis, thrombo- 
phlebitic, traumatic, retinopathic, 
pre- and postoperative, patients on 
anticoagulant therapy, patients on 
roentgen therapy. 

Convenient NEW HESPER-C 
LIQUID is now available. 
HESPER-C provides hesperidin 
concentrate, 100 mg., and ascorbic 
acid, 100 mg., per capsule and per 
teaspoonful (5 ml.) of liquid. 


> 
i! 


for CAPILLARY INTEGRITY 
MAKES the DIFFERENCE 


DOSAGE: No less than 6 capsules or tea- 
spoonfuls daily. 

SUPPLIED: Capsules in bottles of 100 and 
1000. Liquid in bottles of 4 oz. and 12 oz. 
REFERENCES: 1. Martin, G. J. (Editor): Hes- 


peridin and Ascorbic Acid. Naturally Occurring 
Synergists. Basel, Switzerland. Messrs. S. Karger, 
1954. 


PRODUCTS OF ORIGINAL RESEARCH 


THE NATIONAL DRUG COM PAN Y Philadelphia 44, Pa. 


A DESERVING PLACE in the HOSPITAL PHARMACY ) 
PER-G 
| 
Tl NW ZZ 
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the eye man should have a separate 
box of prisms with which to meas- 
ure muscle deviation. In this exami- 
nation he will be aided by the spe- 
cial lenses found in every lense 
testing set. 


Other equipment 

Another instrument which members 
of the panel termed necessary is the 
ophthalmometer ($425), valuable in 
measuring the corneal surface and 
of some use in measuring the astig- 
matic area in difficult cases of re- 
fraction. However, some ophthal- 
mologists indicated that other meas- 
uring methods were adequate for the 
needs of the beginning specialist. 

An essential piece of equipment 
is the perimeter for testing central 
visual defects. Certain perimeters 
are equipped with a slate which 
takes the place of the tangent screen. 
However, eye men, who like to do 
refined perimetric measurements, in- 
dicated that the older type tangent 
screen, the large screen, is often 
better for their purposes. This type 
can either be purchased or made in 
accordance with measurements found 
in texts on perimetry. 

A specialized instrument for meas- 
uring central fields is campimeter 
($300). 

The gonioprism ($60) was con- 
sidered optional by the majority of 
respondents. While many eye men 
did not find this “practical for office 
use,” others indicated it is “essen- 
tial for a detailed and more refined 
examination” in certain types of 
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cases and in studying 
the anterior chamber 
angle of the eye. 


Illumination 


Some form of mov- 
able, condensed il- 
lumination is needed 
in the office; one 
which allows the eye 
men to have the 
availability of both 
hands, instead of ty- 
ing one up with a 
pocket light or some 
other light, is pref- 
erable. 

Another essential 
piece of illumination 
is called the trans- 
illuminator. This comes in many 
forms and from many different man- 
ufacturers. The eye men will select 
one most suitable and convenient for 
his purposes. 

The tonometer for measuring in- 
tra-ocular pressure is essential and 
indispensable. Average price runs 
from $25 to $55. 

A good, useful piece of equipment 
(though listed as “optional” by a 
number of respondents) is an elec- 
trical coagulator or descicator. Such 
an instrument is useful in removing 
small lesions about the lids and in 
electrolitic epilation. 


$75. 


Price about 


Surgical instruments 
A suggested list of surgical instru- 
ments would include: eye scissors, 
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eye forceps, needle holder, eye spec- 
ulum, lid retractors, chalazion for- 


ceps, chalazion curettes, surgical 
knives, punctum dilators, lacrimal 
probes, lacrimal irrigating canulae, 
mosquito clamps or other type of 
hemostatic forceps, and bandage 
scissors. 

Other items listed by respondents 
include eye sutures, ordinary surgi- 
cal dressings such as gauze and 
cotton, antiseptics, eye patches and 
adhesive. 

For the removal of foreign bodies 
a variety of eye spuds should be 
purchased. All these instruments are 
made by a number of manufacturers, 
American and foreign. 

Ophthalmologists reported that 
steel instruments found 
their favor more often than the 
chrome plated. Though more ex- 
pensive than chrome, stainless steel 
“proved more economical” due to 
durability over a longer period. The 
cost for these surgical instruments, 
depending on make and finish, may 
vary between $75 and $150. 
“Indispensable,” according to most 


stainless 
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ophthalmologists is “a wide variety 
of medications.” A broad group of 
drops and salves are essential to the 
care of the various eye conditions 
met with in the usual office prac- 
tice. Among these are the miotics 
and mydriatics, the antiseptics and 
the anesthetics; and also the emol- 
lient drops and salves.” A “medium 
sized” sterilizer is also a must. “It 
would be false economy to purchase 
the smaller types of sterilizers,” ac- 
cording to one respondent. “Though 
useful for small items, they are not 


4 
| 
| | == 
| og l= 
AN | | | ti 
117 


of any use wnere a large amount 
of equipment is to be boiled at one 
time.” 

A variety of syringes and needles 
will be needed. The eye man fre- 
quently has to administer various 
types of medications such as anti- 
biotics and tetanus antitoxin, paren- 
zyme, as well as the steriod prepara- 
tions, to mention a few injectables. 

A small refrigerator is needed by 
the eye man for the storage of his 
perishable medications. Today, the 
eye man uses many vaccines, biologi- 
cals, steriods and antibiotics. Thus, 
a satisfactory refrigerator is “as es- 
sential to the ophthalmologist as to 
any other practitioner in medicine.” 
said one eye specialist. 

According to another: “While 
most of these things are stable at 
room temperature, it is better to 
store such medications under ade- 
quate refrigeration.” A refrigerator 
can be purchased for about $80 to 


$150. 


Printing 


There are a number of incidental 
items which must be included in the 
office equipment budget. One of the 
most important of these, but often 
overlooked until the last minute, is 
“printing.” This would include your 
announcements (to let the other doc- 
tors in your community know you're 
in business) personal cards, letter- 
heads, billheads, case records, book- 
keeping forms, etc. 


The total expenditure you can ex- 
pect to make for this type of neces- 


THERE ARE two ways in which a 
resident can help himself avoid 
mistakes : 

1. Consult an office equipment 
company which maintains an ad- 
visory staff having experience in 
equipping doctors’ offices. 

2. Make a tentative list of equip. 
ment items you think you'll need 
immediately — together with cost 
estimates. 


sary professional printing will be 
about $60 to $70. Incidentally, there 
are firms which make a specialty of 
supplying doctors’ printing needs 
Quite often it will save you time and 
money to order your forms, station- 
ery, and a bookkeeping system from 
these specialists. In most cases. you 
can make all such arrangements by 
mail. 

The foregoing represents the basic 
needs of the beginning ophthalmolo- 
gist, according to Resipent Puyst 
c1AN poll. While there are a multi 
tude of other things “which can be 
poured into the average occulist’s 
office.” reports one man, the selec. 
tion made in this discussion of essen: 
tial and borderline equipment com 
prises an average estimation of that 
equipment which will basicall) 
useful to the carrying out of a proper 
eye examination and _ treatment 
Prices in all cases are for new equip- 
ment and give only the approximate 
range for each category. 


The editors have attempted to give 
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our resident ophthalmologist readers 
an overall view of the cost of out- 
fitting the beginning office in ophthal- 
mology. Many items are omitted. 
Many offices can be (and are) much 
equipped. Also, 
special consideration was given to 


more elaborately 


price. In modern day merchandising, 
credit terms can be made so attrac- 
tive to the beginning practitioner 
that in many cases it may be wiser 
to purchase income-producing 
item on credit, rather than to defer 
it. 

We asked each the 
survey group to give an approximate 
figure for the cost of outfitting his 
original office. The figure was to be 


member of 


complete, including any items such 
as typewriters, nurse’s desk, nurse’s 
chair, filing cabinet, etc.. some of 
which you may be able to do with- 
out. 

Most (65°) ophthalmologists 
reported they had spent under $4,000 
for equipment. A second group com- 
prising expended between 
$4,000 and $5,000. while the re- 
maining 5° ranged from $5,200 
up to $7,350. 

It is well to keep in mind tna 
many forms of financing are avail 
able to the beginning specialist. As 
a general rule, however, your bank 
and the manufacturer of your equip- 
ment offer the most attractive plans. 


Reprints of this and previous articles in the series (Internist’s 
Office. Pediatrician’s Office, and Ob-Gyn Office) now available 
from the publisher at 30 cents (in coin or stamps) for each copy. 


Next month: Equipping the Surgeon’s Office 
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1. The largest number of cases de- 
veloping spider angiomata have been 
in association with: (A) acute hepa- 
titis; (B) pregnancy; (C)_ psoria- 
sis; (D) cholelithiasis. 


2. In Addison’s disease the ingestion 
of a large amount of water is fol- 
lowed by: (A) poor diuresis; (B) 
exaggerated diuresis and dehydra- 
tion; (C) depression of blood glu- 
cose; (D) significant elevation of 
blood pressure. 


3. Of the following statements, the 
one which may be true in very early 
lobar pneumonit is that: (A) rales 
are large and numerous; (B) there 
is egophony; (C) there may be equi- 
vocal or no physical signs; (D) 
there is marked dehydration. 


4. Of the following diseases, the one 
for which there exists an effective 
method of active immunization is 
(A) bacillary dysentery; (B) mea- 
sles; (C) malaria; (D) yellow fever. 


Questions are from a civil service 
examination recently given to can- 
didates for physician appointments 
in municipal government. 


Answers on page 130 


5. The one of the following which 
is the most appropriate drug for the 
treatment of acute gouty arthritis in 
the early state is: (A) liver extract; 
(B) penicillin; (C) colchicine; (D) 
alcohol. 


6. The one of the following diseases 
which is least likely to be confused 
with acute cholecystis in a 40 year 
old man is: (A) mesenteric adem- 
tis; (B) pancreatitis; (C) right 
lower lobe pneumonia: (D) myo- 
cardial infarction. 


7. The one of the following findings 
which would be an indication of 
failure of medical management of a 
duodenal peptic ulcer is: (A) re- 
peated recurrence of pain when anti- 
acid therapy is withdrawn; (B) re- 
currence of subjective symptoms of 
ulcer under severe stress; (C) gas- 
tric dilation with delayed emptying; 
(D) persistent fasting hyperacidity. 


8. In 45 year old firemen on fire- 
fighting duty, a common cause for 
acute shoulder pain without other 
complaint is: (A) coronary occlu- 
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know 


your 


diuretic 


how safe is the diuretic you prescribe? 


the utmost in safety, confirmed by long clinical usage, 
is one reason more physicians choose the organomercuri- 
als for diuresis. Their dependable action does not involve 
production of acidosis or specific depletion of potassium, 


and side effects due to widespread enzyme inhibition 
are absent. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI 
-2-METHOXKY-PROPYLUREA IN EACH TABLET: 


no’ rest’ periods « no refractoriness 


NEOHYDRIN con be prescribed every day, 
seven days a week as needed 


a standard ft tial ¢ uilure 


MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


cade rshiip tn diuretic 
LABORATORIES, INC, MILWAUKEE 1, WISCONSIN 
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lefervescence 
to speed 


convalescence 
to speed 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., inc. 
Brooklyn 6, N. Y. 


sion: (B) shoulder joint osteoarthri. 
tis; (C) fracture of the clavicle: 
(D) subacrominal bursitis and tep. 
donitis. 


9. A stocky laborer feels sharp pain 
in his right shoulder as he is lifting 
a heavy crate. On examination, pa 
tient has moderate pain and sore. 
ness in the right shoulder and is 
unable to adduct the arm more than 
15°. The shoulder can be moved 
passively through most of the normal 
range. The most likely diagnosis is: 
(A) impacted fracture of neck of 
humerus; (B) acute subdeltoid bur 
sitis; (C) rupture of the long head 
of the biceps; (D) rupture of the 
suplaspinatus tendon. 


10. The proper treatment of the pa 
tient described in Question 9 is: (A) 
baking and massage; (B) immobili- 
zation in a Velpeau’s bandage: (C 
support of arm on airplane splint; 
(D) exploratory operation and re 
pair of injured structures. 


11. The eitology of arteriosclerosis 
obliterants is: (A) unknown; (B 
metabolic: (C) infectious; (D) me 
chanical. 


12. In treating phlebitis; anticoagv- 
lant therapy is contra-indicated in: 
(A) the presence of a fracture 0 
long bone; (B) the first two weeks 
following the operation; (C) cere 
bral hemorrhage; (D) pulmonar 
infection. 
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3. The pathological changes in 
cute thromboangiitis obliterans are: 
A) degenerative; (B) inflamma- 
ory; (C) functional; (D) neoplas- 


sic. 


i. The etiology of Raynaud’s dis- 
base is: (A) inflammatory; (B) 
peoplastic; (C) functional; (D) 


5. Hyperuricemia exists in gouty 
patients: (A) always; (B) never: 
iC) usually; (D) rarely. 


Bs, The joint pathology most char- 
ecteristic of rheumatoid arthritis is: 
(A) cartilage degeneration: (B) 
inflammation of the synovium and 
joint capsule; (C) eburnation of 
pubchondral bone; (D) osteophytic 
proliferation. 


17. Radioactive iodine uptake in ex- 
ress of 35 per cent is usually ob- 
erved in the coure of: (A) acute 
byroiditis; (B) myxedema: (C) 
doine therapy: (D) thyrotoxicosis. 


18. Cortisone as treatment for rhue- 
matoid arthritis: (A) should be 


a used: (B) cannot be dan- 


erous: (C) should never be used: 
1D) should be beneficial in some 
pases, 


Ny, Rheumatic fever in a susceptible 
population is most likely to occur 


dllowing an outbreak of: in- 
luenza; (B) scarlet fever; (C) the 
ommon cold; (D) meningitis. 


prescribe 


Tetracyn 


BRANC OF TETRACYCLINE 


Pfizer-discovered 
tetracycline, for 
broad-spectrum 
antibiotic activity, 
fortified with 
water-soluble 
vitamins to meet 
the metabolic 
“*stress’’ demands 
of fever and 
infection. 


Capsules 250 mg. 


“Trademark for Pfizer-originated 
vitamin-fortified antibiotics 


4 
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Armed Forces 
Draft Estimates 


Resident deferment requests studied. ¥ 


| 4,100 doctors finishing up their internships this year 
are liable for military service. And all but 500 can expect 
to be wearing khaki, green, or navy blue during the year 
beginning July 1, according to armed forces estimates. 

Here’s the way it breaks down. Of the 4,100, some 2.500 
are registered under the Berry Plan, roughly 500 of these 
being granted a deferment for at least one year of residency 
training (1956-1957). 

Some 1,600 interns did not register under the Berry Plan, 
and are liable under the Doctor’s Draft Act for military 
service in July 1956. 

The needs of the armed forces for doctors in fiscal year 
1956-57 will number upwards of 4.500 doctors, according to 
a recent estimate. To fill these needs the armed forces prob- 
ably will: 

1. Call to active duty the 2,000 Berry Plan registrants 
not deferred in fiscal year 1956-57. 

2. Call to active duty the 1,600 interns who did not reg- 
ister under the Berry Plan. 

3. Call to active duty the remaining Priority I and II 
doctors; an estimated 200 physicians are in this group. 

4. Call to active duty 700 Priority III doctors who are 
38 years of age or older. 

* * 

Local draft boards have been instructed to study more 
carefully all deferment requests for residents. The resident 
should not be classified in Class Il- A (deferred) “merely 
because of the desire of the hospital or the registrant that 
he complete a residency.” 

According to the operations manual used by the local 
boards for policy instructions, they may defer a resident if 
“in the opinion of the local board.” his services are “abso- 
lutely essential to the operation of the hospital.” 
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What’s the 


Doctor’s Name? 
| 


James Gallagher | 


H. was born at Edinburgh, Scot- | 
land, May 22, 1859, and died July 7, | 
1930. 

He was educated at Hodder, 
Stonyhurst and Edinburgh where he | 
received his Bachelor of Medicine, | 
August 1881. 

Although he mostly practiced | 
medicine at Southsea, England, he | 
spent seven months in the Arctic as 
ships doctor on a whaler and three 
on a steamer bound to the west coast 
of Africa. The result was two books: 
Stark Munro Letters and The Cap- 
tain of the Polestar. 

He is the author of some histori- 
cal works: The Great Boer War 
(1900) and History of the British 
Campaign in France and Flanders 
(6 vols.). 

His Story of Waterloo, a one-act 
play, furnished Sir Henry Irving 
with one of his most successful parts. 

In later years, he was the cham- 
pion of and writer of books on 


spiritualism including History of 
Spiritualism (2 vols., 1926) 
But he is best known as the 


creator of the most famous character 
in all English fiction. Vincent Star- 
rett called him “a symbol as familiar 


as the Nelson Monument or the 
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| Practice... 


toa 


SAVE on 


Distinctive 
Professional 
Stationery! 


Modern printing methods and 
volume production offer you 
worthwhile savings on Col- 
well’s complete line of: 

« LETTERHEADS 
ENVELOPES 
BILLHEADS 
STATEMENTS 
APPOINTMENT and 
PROFESSIONAL CARDS 
Accurate, clean-cut letter- 
press work on highest quality 
materials. Satisfaction guar- 
anteed. 


DAILY LOG Record Book 
POINTMENT LOG - STATIONERY 
TIENTS’ RECORDS FILING DEVICES 


MAIL 
COUPON 
TODAY! 


COLWELL 
Publishing Co. 
271 University Ave. 
Champaign, Il. 


Please send me your FREE 1956 Record 


Supplies Catalog for Physicians. 

State 
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THE SOURCE OF 
RE-INFECTION CAN BE 


THE HUSBAND 


IN VAGINAL 
TRICHOMONIASIS 


§ Wer available evidence indi- 

| pate that one of every four 
or five adult women harbor | 
the parasite.” In many cases 
coitus must be regarded as a 
method of transfer.? 

Infests the male, too—“The infestation 
in males is probably more common than 
realized and will more frequently be 
recognized. . . Karnaky reports the 
infection in the urethra, in the prostate 
or under the prepuce of 38 among 150 
husbands with infected wives.* 

Prevent re-infection—“Eradication of 
‘ the parasites in both sexual partners is 
of course ideal . . . obviously a condom 

is the most effective mechanical barrier.” 
Prescription of condoms—To prevent | 

re-infection take special measures to win 

the co-operation of the husband. Writ- 
| ing for Schmid condoms assures high | 
| quality, makes purchase less embarrass- | 
ing. If there is anxiety that the condom 
| 


might dull sensation, prescribe XXXX 

(rourrx) membrane skins, pre-mois- 

tened, and like the patient’s own skin. 
| For those who prefer a rubber condom, 
prescribe RAMSES ® —transparent, tis- 
sue-thin, yet strong. Suggest use of a 
condom for four to nine months after 
the wife is trichomonad-free. 


References: 1, Trussell, R. E.: Trichomonas 
Vaginalis and Trichomoniasis, Springfield, 
Ill., Charles C Thomas, 1947. 2. Lanceley, 
F., and McEntegart, M. G.: Lancet 1:668 
(April 14) 1953. 3. Strain, R. E.: J. Urol. 
54:483 (Nov.) 1945. 4. Karnaky, K : 
Urol. & Cutan. Rev. 48:812 


2 (Nov.) 1938. 
JULIUS SCHMID, Inc. 
Propbylactics Division 

423 West 55th Street, New York 19, New York 


Tower of London; a name that has 
become a permanent part of the 
English language.” 

From 1887 until the author’s death 
in 1930, this amazing character ap. 
peared in a total of 60 novels and 
short stories and has been adapted 
to Broadway, Hollywood, and TV. 

The first of the many adventures 
of this delightful and durable char- 
acter is called A Study in Scarlet. 

His “Baker Street,” is 
well known—the only fictional char- 
acter to be known by a home address 
—but not as well known as the name 
of his assistant, John H. Watson, 
M.D. 

The author himself was knighted 
and appointed Deputy-Lieutenant of 
Surry in 1902. 


Can you name this doctor or his 


address, 


| famous character without turning to 


page 130. 


Articles by Residents? 

Any resident with an article, or 
an idea for one, on a non-scientific 
subject is invited to submit same 
for a reading by our editorial staff. 
This is YOUR journal and we wel- 
come any contribution which would 
interest other residents. If you wish 
you may simply send us a title and 
a brief summary. We will acknowl- 
edge promptly. Please triple space 
your articles, use 144-inch margins 
all around. You will receive a re- 
mittance (upon acceptance). Only 
rarely will we be able to use scien- 
tific articles. 
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Classified Advertising 


and Needs 


Rates 


Personal classified advertising 
rates are $3.00 for ads of thirty 
words or less plus 10c for each ad- 
ditional word. When a box number 
is used and answers sent care of 
RESIDENT PuysIcIAN there is an 
additional charge of 50c. Add four 
additional words for a box. 

Commercial classified rates are 
$4.50 for ads of twenty words or less 
plus 15c for each additional word. 
Commercial rates include all ads of 
manufacturers, dealers, agencies, 
etc. Count four additional words 
for a box. 

ALL CLASSIFIED ADS PAY- 
ABLE IN ADVANCE. Forms close 
15th of month prior to date of issue. 
RESIDENT PuysiciaN, 676 Northern 
Boulevard, Great Neck, New York. 
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Going Into 


Practice? There Are Many 
choice opportunities in all fields which you 
would not normally be aware of. We have 
many that might interest you. Write us. 
The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Placement 


RESIDENTS WANTED 


CHIEF RESIDENT: medica! or surgical resi- 
dents needed on 7/1/56; Cincinnati, Ohio 
hospital: for 150 bed hospital. Teaching pro- 
aram one year approved AMA res dencies. 
The Deaconess Hospital, Cincinnati 20, Ohio. 


PATHOLOGY RESIDENT peated with one year 
experience: approved, 2 y - 450 bed hos- 
pital; average 5500 surgica ‘specimens and 
315 autopsies: quarters available: salary $250 
per month, to begin July | 956. Apply: 
J. D. Kirshbaum, M, D. Pathologist and 
Director of Laboratories San Bernardino 
County Charity Hospital, San Bernardino, 


RESIDENCY: approved two 
year residenc integrated w th other teach- 
ing programa. available July |, 1956, mainte- 
nance and stipend. Apply to: Daniel C. 
Moore, M. D., Director of Anes thesia, The 
Mason Clinic and Virginia Mason Hospital, 
Seattle, Washington. 


GENERAL PRACTICE RESIDENCIES available 
for one or two years at fully accredited mod- 
ern hospital, xcellent opportunity beral 
salary and maintenance. American or Cana- 
dian medical school graduate preferred. 
Contact: Mr. Title, Brent Genera Hospital, 
16260 Dexter, Detroit 2!, Michigan. 


PATHOLOGY RESIDENCIES, University of 
Kansas Medical School and V.A. Hospital; 4 
year program for certification year pro- 
gram for residents other specialties; 12 full 
time staff pathol logists, 10,000 surgicals, 700 
autopsies, clinical pathology, research; $1500 
to $6000: U.S. citizens preferred. Apply Dr. 
R. Stowell City 12, Kansas. 
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Accident, Sickness 
and 
Hospital Insurance 
for 
Physicians and Dentists 
Exclusively 


Physicians Casualty 
and 

Health Associations 

Omaha 2 Nebraska 


ALL RESIDENTS: 


To be certain you won't 
miss a single copy of Rest- 
DENT PHySICIAN, please 
notify us at least 30 days in 
advance of any change in 
your hospital mailing ad- 
dress. Simply drop a card 
to Resident Physician, 676 
Northern Blvd., Great 
Neck, N. Y. Please state 
both old hospital and new 
hospital addresses, your 
specialty, and the name of 
your chief of service. 


APPROVED PSYCHIATRIC RESIDENCY — 50 
bed hospital in Chicago Medical Center: 
Deans committze supervised didactic clinical 
program on 95 bed psychiatry and neurology 
service affiliated with University of Illinois 
Loyola University, Chicago Medical School, 
Institute for Juvenile Research, County Psy. 
chopathic Hospital, and large outpatient 
clinic. Write: Manager, Veterans Administra 
tion, West Side Hospital, 820 S. Damen 
Chicago 12, Illinois. 


PHYCHIATRIST WANTED — state hospital, 
South Blackfoot, Idaho; has opportunity for 
Board eligible or experienced psychiatrists 
as director of research and education and 
as staff psychiatrist, must be eligible for 
Idaho license; salary competitive: Practice 
involves devoting at least half-time to in- 
terview therapy; opportunity for limited 
private practice; hospital has 800 patients: 
8 psychiatrists; 5 clinical psychologists 
unique organization for professional work: 
won 1954 Mental Hospital Achievement 
Award; only well qualified psychiatrists need 
apply. Contact: J. O. Cromwell, M.D. 
Superintendent, Box 390, Blackfoot, Idaho. 


GENERAL SURGICAL RESIDENCY: General 
Hospital with 375 beds with three year ap- 
proved residency in surgery, applyi ing for 
fourth. Excellent teaching, adequate clinical 
work, Full responsibility in last year. Salary 
beginning at $225.00 with maintenance and 
uniforms furnished. Reply: Chairman-in- 
tern Committee, St. Vincent's, Barrs and St. 
Johns Avenue Jacksonville 4, Florida. 


GENERAL PRACTICE RESIDENCIES—in Uni- 
versity of Colorado Medical Center Hos- 
pitals; available January Ist, and July Ist. 
Apply to: Office of Postgraduate Medical 
Education, 4200 E. 9th Avenue, Denver, 20, 
Colorado. 


APPROVED RESIDENCY - MEDICINE, three 
ear program; stipend paid: $245 per month 
best year resident, $270 per month for sec- 
ond, and $295 per month for third year. A 
deduction of $10.00 per month per meal 
taken is made. Laundry of uniforms is pro- 
vided, Apply: Phillip J. Raimondi, M.D. 
Chief, Department of Internal Medicine 
Kaiser Foundation Hospital, 280 West Mac- 
Arthur Boulevard, Oakland 11, California. 


FELLOWSHIP IN RADIOLOGY—St. Luke's 
Hospital, Chicago, Illinois will appoint 3 
Fellows April |, 1956. Fellowship 3 years. 
Approved by A.M.A. and American Board 
of Radiology: special wurk in cardiovascular 
roentgenology, cerebral angiography, ra- 
dium and cobalt therapy: affiliated | with 
Northwestern University Medical School and 
Veteran's Research Hospital; five months 
(46 hrs.) didactic course in radiobiology 
and physics cach year; stipend $100.00 per 
month, room, board and laundry. Direct 
reply to E. L. Jenkinson, M.D., Director, 
Dept. of Radiology. 
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PHYSICIAN-RESIDENT 
STAFF: accredi ted pulmonary diseases: must 


TUBERCULOSIS OR 
obtain Indiana license; minimum sala Is 
per month, more if specially qualified: 
maintenance in 3 bedroom furnished home. 
Healthwin Hospital, South Bend, Indiana. 


ANESTH ESIOLOGY— Two year residency avail- 
able in first class eastern university hospital: 
newly formed department offering widest 
variety of clinical experience coupled with 
personal teachi ng by youthful attending staff; 
research facilities also available. Apply: D: 
Vernon Thomas, M. D., University of Roches- 
ter Medical Center, Rochester 20, New York. 


GENERAL PRACTICE RESIDENCY—Fully ap- 
proved new general hospital; well organized 
teaching program; clinical supervision by 
certified specialists; guaranteed association 
with clinic or private practice on comple- 
tion of training; salary $5000 per year. Ap- 
ply: Director of Medical Educati on, The 
Lynn Hospital, Detroit 17, Michigan. 


RESIDENCIES AVAILABLE: Modernly equip- 
ped 516 bed, GM&S, fully approved V.A. 
Research Hospital; affiliated with North- 
western University Medical School; open- 
ings now for residents in internal medicine, 
general surgery, pathology, physical medi- 
cine and rehabilitation, radiol- 
ogy and therapeutic radiolo available 
Jan. |, 1956 and July |, 1986. Must be 
citizens and graduates of s proved schoo! Ss. 
Stipend 2840-3550. For ‘ormation 
Director, Professional Sardine, V.A. Re- 
7 Hospital, 333 E. Huron St., Chicago 


UROLOGIST: Board or eligible; citizenship 
required; 382 bed medical and surgical hos 
pital; salary $8,990 to $13,760, depending on 
qualifications, Quarters may be available. 

ontact: Manager, VA Hospital, Muskogee, 
Oklahoma. 


APPARATUS ETC. FOR SALE 


GOVERNMENT SURPLUS X-RAY AND MEDI- 
cal equipment for the radiologist, internist 
and orthopedic surgeon. What do you need? 
Watch for MEDICAL SALVAGE CO., INC., 
217 E, 23rd Street, New York, New York, 


PRINTING and RECORDS 


Printing , Patients’ Records, 
Bookkeeping Systems & Files. 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, N. Y. 


February 1956, Vol. 2, No. 2 


| 
| 


YOUR 
“BEST BUY” 


SAMA 
LIFE 


“Check for best buys first—there 
aren’t many bargains in insurance; 
be wary of the salesman who tries 
to peddle his to you on that basis. 
But, National Service Life Insur- 
ance .. . and SAMA Group Life, 
offered by the Student American 
Medical Association, are legitimate 
“best-buys” worth checking on. . . 
Both provide term policies with 
good coverages at rates well below 
the customary premium level. Be 
sure you don’t overlook them when 
planning your insurance program.”* 


AVAILABLE TO RESIDENTS 
Until August 31, 1956, if... 


. «+ you've entered medical school 
September, 1947, or later. 


. .. your school is now affiliated 
with SAMA. 


... you are thirty-five years old 
or younger. 


— Write today — 


SAMA LIFE 


510 N. Dearborn St. 
Chicago 10, Illinois 


* Quoted from “Tips on Buying Life 
Insurance.” Mead Digest, November, 
1955, and reprinted by permission 
from Mead Johnson and Company, 
Evansville, Indiana. 
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RESIDENT RELAXER 
(puzzle on page 17) 
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WHAT’S THE DOCTOR’S NAME? 
(from page 125) 
The doctor is A. Conan Doyle. 


The character he created: Sher- 
lock Holmes. 


| VIEWBOX DIAGNOSIS 
(from page 15) 


ULCERATIVE COLITIS 


Rigid colon with multiple 
ulcerations and pseudopoly- 
posis. 


“MEDIQUIZ” ANSWERS 
(from page 120) 

1(B), 2(A), 3(C), 4(D). 5(C), 
6 (A), 7(C), 8(D), 9(D), 10(D), 
11(A), 12(C), 13(B), 14(C), 
15(C), 16(B), 17(D), 18(D), 
19(B). 
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Armour Laboratories, The ...... 105 
Ayerst Laboratories ............ 4, 6 
Burroughs Welleome & Co., Ine. 10 
Ciba Pharmaceutical 
3, 
Colwell Publishing Co. ......... 12 
Eaton Laboratories ............. 7 


Hoffmann-La Roche Inc. 
opposite page 18; 2 
Lakeside Laboratories, Inc. ...... 12) 
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American Cyanamid Co.. .24, 25, 


Massengill Co., The S. E. ........ Ii 
MeNeil Laboratories, Inc. ..... 84, & 
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National Drug Co., The ..... 16, . 


Ortho Pharmaceutical Corp. 
opposite page & 


Davis & Coe, 
Pfizer Laboratories, Division of 

Pfizer & Co., Inc., Chas..... 122, 13 
Physicians Casualty & Health 

12 
Professional Printing Co. ....... 11 
Robins Co., Inc., A. H. ......... 19 
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Schmid, Inc., Julius .......... 27, 1% 
Sharp & Dohme, Inc., Division of 
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Warner-Chileott Laboratories Cover? 
White Laboratories, Inc. ........ pl 
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physiologic ' | 
to restore intestinal function’ 
value of h drocno re: with 
Rubin,S.H.: Bull. New York M.Coll, 
16:102, 1953. (2) Crenshaw, \ 
J. Digest. Dis. 17:387, 1950. \ 
—— 
61 AMES COMPANY, INC, 
Elkhart, Indiana 
hysician 


Sterilized AMIGEN SOLUTIONS: 
W it h O u t econtain Levugen,® dextrose or 


alcohol for basic needs 


h eat esupply maintenance amounts 


of all essential electrolytes 


to p rese rve The superior protein-sparing 


eto action of Levugen! suggests 

the particular value of the 
fu | | n utritive combination Amigen 5%, 
Levugen 10%. 


value... 


Elman? and others have shown 
that the use of Amigen 
enables the patient to progress 
more rapidly to an oral diet 
than does the use of 
carbohydrate and electrolyte 


solutions containing no 
source of protein. 


protein hydrolysate, Mead For varying protein and caloric 
needs, the following Amigen 
solutions are available: 


Amigen 5%, Levugen 
Amigen 5%, Dextrose 5°; 
Amigen 5°%, Dextrose 10° 
Only AMIGEN’ is sterilized by fil- Amigen 5%, Dextrose 5% 
and Alcohol 5° 

ion ra ing—th Amigen 3!4°7, Dextrose 
tration rather than by heating—thus 
Ringer’s Solution 
preserving its full nutritive value. 


1. Elman, R., et al.: Ann. Surg. 
136: 635, 1952. 2. Elman, R.: 
J.A.M.A. 128: 659, 1945. 


TAKE ADVANTAGE OF MEAD’S COMPLETE PARENTERAL LINE 


Standard Parenteral Blood 


Amigen Levugen H Gastrointestinal 
Replacement Electrolyte Solution Flasks and 


(protein) and Dextrose (electrolyte) 
Soluti Sol Solutions 


Available to your hospital from conveniently located Mead warehouses 


Froduets Division 
SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON & COMPANY, EVANSVILLE 21. INDIANA, U.S.A. 
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